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A TRANQUILIZER 
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DROWSINESS 


quieting 


QUIACTIN—in the recommended dose—one 400 mg. 
tablet q.i.d., provides greater tranquility with less 
drowsiness and more prolonged activity.! QUIACTIN 
is remarkably nontoxic, noncumulative and has no 
withdrawal symptoms.’ 

Structurally, QUIACTIN is a completely new tranquil- 
izer... therapeutically, it’s different...stops before it 
goes farther than patient comfort or safety allows. 
QUIACTIN does not push the patient beyond tranquility 


into lassitude, dullness, depression. 
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In constipation, Metamucil produces SOFT, easy stools and activates gentle peri- 


stalsis. By adsorbing and retaining water within the stool Metamucil prevents 
hard feces from forming. And it adds to the intestinal residue a soft, plastic bulk 
which ACTIVATES the normal reflex activity of peristalsis. 


Metamucil is a brand of psyllium hydrophilic mucilloid with dextrose. SEA RLE 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
generol practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 16, Illinois - One 
dollar a copy. By subscription: $5.00 o year to members of 
the American Academy of General Practice, $10.00 a yeor 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered os second-class matter at the post office 
at Kensos City 8, Missouri. Additional entry at Chicago, 
Illinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1958 by the 
American Academy of General Practice. 
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MEMO FROM THE PUBLISHER 


Last Ocroser, we talked about the enormous amount of prepara- 
tion each Annual Assembly requires. Now, while the memory of 
the tenth annual meeting is still vivid, it seems proper to bask 
momentarily in the reflected glory of success. 

As one Texas hotel man remarked, “Dallas ain’t never seen 
nothing like it.”” His enthusiasm, belying the triple negative, was 
shared by the 7,431 people who registered. By Tuesday noon, 
with two days to go, all Assembly attendance records had been 
erased and rewritten. Hotels and motels in Fort Worth, 33 miles 
away, greeted hundreds of enthusiastic doctors and their wives. 
More than 4,000 doctors packed Dallas’ fabulous new auditorium 
when the first scientific session convened on Monday. It was a 
Texas-style Assembly—bigger and better than any of its nine 
predecessors. 

The program indicated that the scientific lecture program 
would end Thursday noon. But two hours later, more than 1,000 
doctors were still learning about clinical hypnosis. 

Where do you start to thank the many people who contributed 
to the Assembly’s success? It seems only fair to start with the 
Committee on Scientific Assembly, headed this year by Dr. 
Elmer Ridgeway, Jr. A scientific meeting can be no better than 
the program it presents—so a special vote of thanks to Dr. 
Ridgeway, the members of his fine committee, the scientific 
speakers and the scientific exhibitors. 

Next, sincere thanks to the officers of the Dallas Southern 
Clinical Society and the many Academy members who worked 
on Dr. George Launey’s Local Arrangements Committee. Or- 
chids also to Mrs. Warren Shoecraft, capable chairman of the 
Ladies’ Entertainment Committee. 

For four full days, thousands of avid doctors milled through 
268 beautifully designed and instructive technical displays and 
88 scientific exhibits. Our thanks go to the companies and 
individuals responsible for them. 

When kudos are in order, it’s as difficult to stop as it is to 
start. So last, but far from least, blue ribbons to Dallas and the 
wonderful people who made it all possible. We include hotel 
people, science writers, cab drivers, auditorium guards, porters, 
and everyone who extended a warm and welcoming hand of hos- 
pitality. 

Ironically, on the day the staff returned, a letter arrived from 
a San Francisco printer. It read: “Dear Sir: I understand your 
organization plans to meet next April in San Francisco. May I 
offer our fine facilities . . .” 

And so it starts again. But for as long as the staff can feel the 
same sense of total satisfaction with a job well done, the Annual 
Assembly will be the highlight of any year. —M.F.C. 
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base or the hydrochloride alone. In addition, the 


average levels derived from the tetracycline base or 

the chlortetracycline base were higher than those pro- 

_ fduced by the corresponding hydrochloride though 

_ + lower than’ those resulting from the mixture contain- 
ing the base and sodium metaphosphate. In the study 
with chlortetracycline® capsules containing a mixture 
of the hydrochloride and.sodium metaphosphate were 
also included in the crossover, and the average levels 
produced by these capsules were the same as with the 
mixture of chlortetracycline base with sodium meta- 
‘phosphate. 


Although the enhancement of blood levels of tetra- 


cycline by phosphate, either complexed to the tetra- 
cycline or mixed with the base or the hydrochloride, 
thus seemed fairly well established, some doubts still 
remained because certain reliable observers (includ- 
ing many whose results have not been published) 
failed to confirm the findings with the materials and 
methods they used. Further confusion seemed to be 
added by a subsequent report of Welch et al.,’ who, 
in repeating a crossover study with capsules of tetra- 
cycline phosphate complex and tetracycline 
chloride with and without 


Tetracycline 


antibacterial activity than was observed in their ab- 
sence. Oil and sorbitol did not interfere with tetra- 
cycline absorption. 

Dicalcium phosphate is widely used as a filler in 
various capsules, including those of the tetracyclines. 
The authors cite a large number of other studies that 
implicate the presence of calcium ions as the cause of 
. the reduced absorption of tetracyclines and show that 
citric acid can partially neutralize this effect. The 
depressing effect of food on the serum levels of tetra- 
cycline is likewise explained by the goodly amount of 
minerals contained in commercial laboratory diets, 
and they postulate that the multivalent cations may 
be responsible for the poorer absorption of the drug. 
The authors could not explain the failure of citric 
acid to enhance serum concentrations when admin- 
istered with tetracycline base in contrast to ‘ts marked 
effect when given as the hydrochloride. However, 
they hypothesized that the ability of citric acid to 


enhance serum levels of tetrar Hing js so? © its 
ability to form comple~=<~ ‘en 
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» higher hence better absorption 
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‘last mentioned report of Welch 
et al.’ 


These data wer~ pased on thoroughly con- 
trolled studies xan’ and include 
additional © = -on- 
-clusivelv n 

Pie The New England Journal of Medicine. 


258:97-99, (January 9) 1958. 


et al.” indicates that i in their study the capsules 
mor tetracycline hydrochloride, chlortetracycline hydro- 
chloride and tetracycline phosphate complex all con- 
tained dicalcium Phosphate as a filler, whereas the 
capsules containing citric acid and sodium hexameta- 
phosphate did not contain any dicalcium. phosphate. 


' This could clearly explain the discrepancies noted in 


that study. Likewise, the inconsistencies in othe 
studies may very well have been due tn the --- 


of calcium as fillers in sor 


thers. 


is tetracycline 


TETRACYCLINE HC! BUFFERED WITH CITRIC ACID 


and citric acid 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER, NEW YORK 
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| |, Ann. Allergy, to e pub! sd. 2. von Schli 
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stops vomiting 


Also available: 
new! multiple dose vials BEE tablets, ampuls, Spansule® 
‘ sustained release capsules, 
for immediate effect— syrup and suppositories. 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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Sionificant Events 


Welfare Economies > In Canada, where recent efforts to expand compulsory 
Proving Unpopular health insurance failed, Prime Minister John Diefenbaker 


last month won a landslide election that also gave the 
Conservatives 200 of the 265 parliamentary seats. After 
dabbling with socialized medicine and the welfare state 
for more than 25 years, Canada is rapidly returning to the 
two-party systen. 

Across the sea, prominent British politicians are belated— 
ly concluding that income redistribution plans discourage 
private investment and put only a few extra shillings in 


the hands of the impoverished. Enlightened leaders such 
as Peter Goldman, director of London's Conservative Politi- 


cal Centre, succinctly state that it seems absurd to treat 
everyone as a future "charity" case and "posterity as a 
pack-horse to be loaded with our deficits." 

These developments may be viewed as handwriting on the 
wall in our own country which has followed the British wel-— 
fare philosophy for 350 years and is currently debating the 
pros and cons of compulsory health insurance. 


> Representative George H. Mahon's subcommittee is asking 
High Medicare Costs embarrassing questions about the government's 15—month-old 
Medicare program. Mahon (D-Tex.) wants to know why actual 
costs have far exceeded anticipated costs and why there has 
been such an abundance of fee schedule complications. Some 
answers may be found in a detailed Medicare report on its 
first year in operation. 
As predicted here many months ago, an increasing number 


of states want service—fee schedules replaced by indemnity 
plans. Not all Medicare problems relate to the Mahon 


subcommittee's active curiosity. 


Government Revising >» Ewan Clague, Commissioner of Labor Statistics, hints that 
Medical Cost Index his bureau will seek more information to help pinpoint the 
government's medical care cost index, currently climbing 
faster than consumer item prices. Using the 1947-49 base 
period, medical care has climbed 38 per cent; consumer 
item prices, 20.2 per cent. 


Clague's bureau has been criticized for basing the index 
figure on inadequate information gathered annually from the 


same small group of doctors. The figures, accurate or 
otherwise, are quoted in bargaining sessions and also noted 


by rate-—conscious health insurance companies. 
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Tax Court Discounts 
A Cruise Deduction 


Labor Magazine 
Slaps “Minority” 


> Senator Wayne Morse, Oregon's political switch-hitter, 
recently rounded out 1958's compulsory health insurance 
triumvirate by introducing S 3508, a bill to provide free 
social security hospitalization. Morse, currently a Demo- 
crat, thus jumps in the same ring with Congressional cohorts 
Proxmire and Forand. Like Forand's HR 9467, the bill seeks 
"free" hospital and surgical benefits and higher social se- 
curity taxes. For details, see the "AMA Washington Report," 
opposite page 196. 

Although the various sponsors point out that everyone 
would not be eligible for hospital and surgical benefits, 
several privately admit that the bills are only part of a 
long-range socialized medicine campaign. By 1975, the Morse 
bill would cost self-employed persons, i.e., physicians, 
$495 a year. 


> Are expenses for "postgraduate cruises" and medical meet- 


ings in foreign lands deductible for income tax purposes? 
New light was shed on this moot question in a recent deci- 


sion of the U.S. Tax Court disallowing the deduction of 
expenses for a "foreign cruise" to Bermuda following a med- 
ical convention in Atlantic City. 

Although lectures were held on the boat to Bermuda, the 
Commissioner of Internal Revenue allowed only 20 per cent 
of the cost of the cruise as a business deduction. The 
doctor taxpayer's expenses from his home to Atlantic City 
and return were fully allowed, but, on appeal to the Tax 
Court, he was allowed only 20 per cent of the cruise ex- 
pense. 

With the reminder that every tax case is decided upon the 
instant facts, GP readers are warned to keep accurate rec- 
ords of all expenses for cruise meetings and other meetings 
which involve sight-seeing and pleasure jaunts in addition 
to scientific sessions. In order to sustain full deductions, 
the taxpayer must be able to convince the Internal Revenue 


Service that the primary purpose of the meeting was pro-— 
fessional. 


>» Miss Josephine Roche, Dr. Warren Draper's boss and 
director of the UMW Welfare and Retirement Fund, blasted 
organized medicine in the current issue of the UMW journal. 
Draper has previously been allowed to speak in favor of 
restricting the patient's freedom to name his own doctor. 
Readers will remember Miss Roche (Vassar, '08) as an old 
friend of socialized medicine votaries and as an assistant 
secretary of the Treasury under Franklin D. Roosevelt. 
In her article, Miss Roche reviews the UMW's battle with 
organized medicine and boasts that labor "will not accede 
to the demands of this vociferous minority." 


: 
Morse Introduces 
New Welfare Bill 
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FIRST BABY 


early maternal tension: 
: The primipara, even more than other 


kK K K DI N G mothers, is prone to emotional tension 
over her infant’s diet: “Much of the anxi- 
ety about a new baby, particularly the 
early reassurance: first, centers in feeding. ...”! This often 
® means a cycle of tense mother-tense baby- 
S ] M ] L AC tenser mother,’ unless prevented or inter- 
a rupted by the physician’s guidance. 
To reduce this formula tension effectively, 
specify Similac—particularly for the primi- 
para. Similac is a physiologic feeding; it 
is simple to use; its dependable benefits 
can help you in reassuring the at-first- 
uncertain mother. 


1. Wright, F. H.: Journal-Lancet 77 :65, 1957. 
2. Wagner, M. G.: J. Am. Dietet. A. 30:329, 1954. 
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new approach to 


IVY 


effective 
prophylaxis 


AQUA IVY, AP®—the poison ivy and poison 
oak desensitizer, developed by Strauss and 
Spain, is the whole pyridine extract of poison 
ivy leaves which is alum precipitated to form an 
insoluble complex that is readily suspended in 
normal saline for injection. This results in immun- 
ity and prevents the severe reactions often seen 
from the prophylactic use of ordinary poison 
ivy extracts. 


| 


« AQUA IVY, AP®, is administered subcut- 


That's why it is so..... 


% EFFECTIVE 


%* LONG ACTING * INEXPENSIVE 
Literature Available : Please Write to Dept. G 


aneously with little or no pain, and without | 
the usual reaction at the site of injection. | 


NON-IRRITATING 


Hawaii. President: Homer R. Benson, M.D., Young Ho ‘el Build. 
ing, Honolulu 13; Secretary-Treasurer: R. Suoay, 
M.D., Aina Haina Shopping Center, Honolulu; Executive 
Secretary: Mr. R. M. Kennevy, 510 South Beretania Street, 

Honolulu 13 


Idaho. President: Louis Frank Lesser, M.D., 205 North Tenth 
Street, Boise; Secretary-Treasurer: James L. Hoopincarneg, 
M.D., 2512 Overland, Boise 


Wlinois. President: A. I. Doxrorsky, M.D., 7257 South Jeffrey, 
Chicago; Executive Secretary: Harry 
M.D., 14 East Jackson Boulevard, Chicago 4 


indiana. President: James L. Lamey, M.D., 447 Citizens Bank 
Building, Anderson; Executive Secretary: Mr. Cuartss 
Doscu, 447 East 38th Street, Indianapolis 


towa. President: Donatp H. Kast, M.p., 720 Bankers Trust 
Building, Des Moines; Secretary-Treasurer: VERNE Leroy 
SCHLASER, M.D., 711 East Locust, Des Moines; Executive 
Secretary: Mrs. Isapette WANDLING, Bankers Trust Building, 
Des Moines 9 


Kansas. President: Bruce Paut MEEKER, M.D., 132 North Minne. 
sota, Wichita; Secretary-Treasurer: J. AtteEN Howelt1, 
103% North Washington, Wellington; Executive Secretary: 
Mr. Gene M. Wicox, State Bank Building, Winfield 


Kentucky. President: W. E. BECKNELL, M.D., Manchester; Secre- 
tary-Treasurer: Joun J. M.D., 16 Floral Avenue, Coy- 
ington; Executive Secretary: Mr. Crayton L. Scrocers, 
141 West McMillan Street, Cincinnati, Ohio 


Louisiana. President: Juttus W. Daicie, M.p., Paincourtville; 
Secretary: Raragt C. SANCHEZ, M.D., 3330 Canal Street, New 
Orleans; Executive Secretary: Mrs. Heten Lear, 3420 Canal 
Street, New Orleans 


Maine. President: Paut C. Marston, M.D., 16 Federal Road, 


Kezar Falls; Secretary-Treasurer: Simney R. Branson, ™.D., 
South Windham 


Maryland. President: ArcHIE R. COHEN, M.D., 101 Main Street, 
Clear Spring; Secretary-Treasurer: KATHARINE V. Kewp, 
M.D., 722 Stamford Road, Baltimore 29; Executive Secretary: 
Mr. Wuutam J. Wiscort, 3722 Greenmount Avenue, Balti- 
more 18 


Massachusetts. President: Epmonp P. Larkin, M.D., 117 Main 
Street, North Adams; Secretary: CHartes W. STRATTON, ™.D., 
2 Park Street, Lee 


Michigan. President: Francis P. RHOADES, M.D., Maccabees Build- 
ing, Detroit 2; Executive Secretary: E. Clarkson Lone, M.D., 
2626 Rochester Avenue, Detroit 6 


Minnesota. President: Rosert O. QueLLo, M.D., 7th and Mar- 
quette Sts., Minneapolis; Secretary-Treasurer: Paut W. 
LinNER, M.D., Medical Arts Bldg., Minneapolis ; Executive Secre- 
tary: James A. Brake, M.D., 15 Ninth Avenue South, Hopkins 


Mississippi. President: Joun C. Loncest, M.D., Box 155, State 
College; Secretary-Treasurer: RoBERT JAMES MOORHEAD, M.D., 
107 East Jefferson Street, Yazoo City; Executive Secretary: 
Miss Louise Lacey, P.O. Box 1435, Jackson 


Missouri. President: Ricuarp R. Becker, M.D., 4000 Baltimore 
Avenue, Kansas City; Secretary-Treasurer: James H. Tro- 
LINGER, M.D., Jackson; Executive Secretary: Mr. RayMonD 
McIntyre, 622 Missouri Theatre Building, Saint Louis 
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Mentana. President: E. S. Harris, M.D., 114 North 
Second Street, Livingston; Secretary-Treasurer: Vernon D. 
STANDISH, M.D., 127 McLeod, Big Timber 


Nebraska. President: Hersert D. Kuper, M.D., 2511 Fifteenth 
Street, Columbus; Secretary-Treasurer: Joun A. Brown, III, 
u.p., 113 N. 11th St., Lincoln; Executive Secretary: Mrs. 
Aurrua E. Kos, 113 N. 11th St., Lincoln 


Nevada. President: Epcar L. Compton, m.D., 1245 Fifth St., 
Box 1949, Las Vegas; Secretary-Treasurer: Dennis Cun- 
NINGHAM, M.D., 1626 East Charleston Boulevard, Las Vegas 


New Hampshire. President: Harotp Curtis Pickwick, M.D., 247 
Main Street, Meredith; Secretary-Treasurer: Wiuuam F. 
PuTNnaM, M.D., Lyme 


New Jersey. President: Rospert E. VerDon, M.D., 576 Anderson 
Ave., Cliffside Park; Secretary: A. Guy Campo, m.p., 405 
Broadway, Westville; Executive Secretary: Mr. Arruur R. 
EtenserGer, 120 Halstead Street, East Orange 


New Mexico. President: Jose A. Rivas, M.D., 122 North Main, 
Belen; Secretary-Treasurer: Freperick R. Brown, M.D., 207 
North Union, Roswell 


New York. President: Seymour Fiske, M.D., 150 East 71st 
Street, New York 21; Secretary-Treasurer: Raymonp S. 
McKeesy, M.D., 84 Main Street, Binghamton 


North Carolina. President: Cartes T. Witkinson, M.D., Wilk- 
inson Building, Wake Forest; Secretary-Treasurer: JouHN R. 
Benper, M.D., Nissen Building, Winston-Salem 


North Dakota. President: Atan K. JoHNnson, M.D., 410 Sixth 
Street, East, Williston; Secretary-Treasurer: RicHarp DePuy 
NIERLING, M.D., 401 3rd St., Southeast, Jamestown 


Ohio. President: Eart C. Van Horn, M.p., 4843 Reading Road, 
Cincinnati; Executive Secretary: Mr. Davin J. Byrnes, 209 
South High Street, Columbus 15 


Oklahoma. President: CHartes E. Wiwpanks, Jr., M.D., 727 N. 

Lewis, Tulsa; Secretary-Treasurer: V. M. RUTHERFORD, M.D., 
328 East Aeronca, Midwest City; Executive Secretary: Mrs. 
Orene Ramsey, P.O. Box 9696, Shartel Station, Oklahoma 
City 


Oregon. President: Bertram L. Tretstap, M.D., 2054 North 
Capitol Street, Salem; Executive Secretary : Mrs. ANNA Payne, 
4942 Northeast Thirty-fourth Avenue, Portland 11 


Pennsylvania. President: ErHan L. TREXLER, M.D., 15 South 
Franklin Street, Fleetwood; Secretary-Treasurer: Horace W. 
EsHBACH, M.D., 4450 State Road, Drexel Hill 


Puerto Rico. President: FERNANDO VALLECILLO, JR., M.D., 1116 
Ponce de Leon Avenue, Rio Piedras; Secretary-Treasurer: 
Raten J. Lum, Jr., M.p., 601 Avenue Miramar, Santurce 10 


Rhode Island. President: Eomunp T. HAcKMAN, M.D., 1370 War- 
wick Ave., Warwick; Secretary-Treasurer: RicHarpD J. 
KrarMeR, M.D., 2907 Post Road, Greenwood P.O., Warwick 


South Carolina. President: Homer M. Earcie, M.D., 231 Amelia 
St. Northeast, Orangeburg ; Secretary-Treasurer: Horace M. 
WurrwortH, M.D., 301 East Coffee St., Greenville; Executive 
Secretary: Mrs. Inez C. Lyte, 301 East Coffee St., Greenville 
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South Dakota. President: Cuaries A. JOHNSON, M.D., Ist Na- 
tional Bank Building, Lemmon; Secretary-Treasurer: MaGni 
Davipson, M.D., Brookings Clinic, Brookings 


Tennessee. President: Junttan K. Wetcu, Jr., 303 North La- 
fayette, Brownsville ; Secretary-Treasurer: Invinc R. 
M.D., 601 Woodland Street, Nashville 


Texas. President: G. W. CLEVELAND, M.D., 1209 Parkway, Austin; 
Executive Secretary: Mr. Donatp C. Jackson, 1905 North 
Lamar Street, Austin 


Utah. President: LeatH Deon Netson, M.v., Washington Ter- 
race, Ogden; Secretary-Treasurer: AARON Brtnap Ross, M.D., 
3419 Riverdale Road, Ogden 


Vermont. President: Tuomas A. KEENAN, M.D., 49 West Street, 
Rutland; Secretary-Treasurer: Epwarp B. Crane, M.D., Box 
306, Charlotte 


Virginia. President: Matcom H. Harris, m.p., P.O. Box 250, 
West Point; Secretary: Russett G. McALusTerR, M.D., 1016 
West Franklin Street, Richmond 20; Executive Secretary: 
Mrs. Louise B. Greiner, 1105 West Franklin Street, Rich- 
mond 20 


Washington. President: JouN O. MILLIGAN, M.D., 1120 Boylston 
Avenue, Seattle; Secretary-Treasurer: JoHn Ety, m.p., East 
10706 Sprague Avenue, Opportunity ; Executive Secretary : 
Mrs. KatTuerine Lenman, 726 West Sixth Avenue, #2, 


Spokane 4 


West Virginia. President: Hatvarp WaANGER, M.D., Corner Main 
and Duke Streets, Sheperdstown; Secretary: James Kerr 
PICKENS, M.D., 116 South Fifth Street, Clarksburg; Executive 
Secretary: Mr. Dontey T. Suuttz, P.O. Box 1187, Fairmont 


Wisconsin. President: THeopore J. Nereim, M.D., 333 Glen 
Way, Madison; Secretary-Treasurer: EpGar Enp, M.D., 7608 
West State Street, Wauwatosa 13; Executive Secretary: 
Mr. Rosert A. Durour, 758 North Twenty-seventh Street, 
Milwaukee 8 


Wyoming. President: S. JosepH GiOvALE, M.D., 622 Central 
Avenue, Cheyenne; Secretary-Treasurer: H. Pen- 
NOYER, M.D., Hynds Building, Cheyenne 


“ So | said ‘nice doggie'—and nonchalantly 
walked away.” 
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tetracycline 


INDISPUTABLE 


N: D. E.: Ant. 
4:166 1987. 4. Kaplan, M. A., Dickison, 
H Buckwalter, F. H. 


A., and 
A 4:38 
sokane. 


E> 


y is indicated— 
166:52, 1958. 2. Pulaski, E. J. 


Charles D. Kimball, M.D., Seattle, is clinical associate professor of obstetrics 
and gynecology at the University of Washington Medical School. Author of 
‘Functional Disturbance of Uterine Bleeding,” Dr. Kimball is also civilian con- 
sultant at Madigan Army Hospital, Ft. Lewis, Wash. His affiliations include the 
American College of Obstetricians and Gynecologists (four years as an executive 
board member), the American College of Surgeons, the Seattle Gynecological 
Society and the Washington State Obstetrical Association. Dr. Kimball is a past 
president of the two latter groups. A staff member of four Seattle hospitals, he is 
a University of Buffalo graduate. Page 74 


This Month’s Authors 


Walter C. Klingensmith, M.D. and University of Pennsylvania colleague 
J. Erpman, II, m.p. coauthored Management of Hemiplegia,”’ this 
month’s “‘Practical Therapeutics” article. Dr. Klingensmith is assistant professor 
of clinical medicine at the University of Pennsylvania School of Medicine. His 
major staff appointment is as chief of the University hospital’s medical outpatient 
clinic. Dr. Erdman, associate professor of physical medicine and rehabilitation, 
is also director of the department of physical medicine and rehabilitation at the 
University hospital. He has attending, consultant and staff positions at three 


Philadelphia hospitals. 


Laurence H. Kyle, M.D. is the author of “Current Concepts of Thyroid 
Function.”* A 1941 graduate of Boston University, Dr. Kyle is currently professor 
of medicine, Georgetown University School of Medicine, Washington, D.C., and 
director of the metabolic clinics and laboratory, Georgetown University Hospi- 
tal. In addition to his duties at Georgetown, he serves as consultant to five 
medical centers in the District of Columbia area, including Walter Reed Army 
Hospital, Mt. Alto Veterans Administration Hospital, Bethesda Naval Hospi- 
tal, Walter Reed Army Institute of Research and the Clinical Center of the 
National Institutes of Health. Page 101 


Page 112 


Lawrence E. Lamb, M.D. is director of cardiology and chief of the interna! 
medicine department at the School of Aviation Medicine, Randolph Air Force 
Base, Texas. A Kansas University graduate, Dr. Lamb has served fellowships at 
Emory University, Atlanta, Ga., and Geneva, Switzerland. He was assigned to 
Randolph in 1955 and, in 1956, assumed additional duties as consultant in in- 
ternal medicine, Lackland Air Force Base, Tex. In December, 1957, he attended 
the Pacific Air Forces Medical Conference, Baguio, Philippines, and visited Air 
Force hospitals in Japan. His article is “Cardiac Function and Disease on Acute 


and Chronic Exposure to Altitude.” 


Julian M. Ruffin, M.D. collaborated with Drs. Ivan C. Keever and 
W. Crocxetr Cuears, Jr., to write “The Management of Ulcerative Colitis.” 
Dr. Ruffin, professor of medicine at Duke University School of Medicine, 
Durham, N.C., directs the medical outpatient clinic, Duke Hospital, and is 
area consultant in internal medicine and gastroenterology, Veterans Administra- 
tion. A past president of the American Gastroenterology Association and a 
former chairman of Southern Medical Association’s gastroenterology section, 
Dr. Ruffin also served as consultant in nutrition to the Secretary of War during 
World War II. He is an editorial board member of Gastroenterology. Page 95 


Page 88 


a 
y 4 P 
Dee: 
, 
GP ay 1958 17 
i 
>. . 


| icaires 
4 


prheum 


18 


GP Volume XVII, Number 5 


; j — 
WS 


Yours Truly. .. 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


. oner is elected by the people; therefore, you would take 
es eaten the coroner’s office out of the hands of the aii and place 
Dear Sirs: it in the hands of a private medical group—from democracy 
I read with enjoyment Mr. Glenn Ferguson’s article in to dictatorship. The office then would become another 
the December, 1957 GP, which was a reprint from the __ political plum, because who would appoint the medical 
Journal of American Judicature. | am very much interested —_ examiner? 
in this problem as I have served as county coroner in The medical examiner will not get out of bed in the night 
Canyon County, Idaho, for the past year. It has not been _and go to the scene of a crime without just compensation. 
an entirely satisfactory experience and I feel that I would _—A competent investigator can get all the facts at the scene 
like to attempt to see what our state medical association’s _—_and then give those facts to the pathologist, who then will 


legislative committee could do about it. perform the autopsy and ascertain the cause of death. 
I particularly appreciated the article because it gives me I think that before one organization criticizes another 
some direction in attempting to see if the medical profes- _ organization a thorough investigation should be made of 


sion in Idaho can change the coroner’s system. In general, _ every office in these United States. An author should not 
the funeral directors run and serve as coroners throughout place his finger on one small office and use that office as 


the state. Idaho has no post-mortem examination law. a basis of criticism for the entire United States. 
Kennetu E. Drovutarp, M.D. Some people believe that the large professional group is 
Pathologist the cure-all for evils. If medicine did take over investiga- 
Mercy Hospital tions, several cases yearly would end as natural deaths 
Nampa, Idaho because one medical man will not testify against another. 


The proponents of the Medical Examiner System sup- 
But, from San Diego, Calif. comes the following critical port the theory that the medical examination of the de- 


evaluation of the Ferguson article —PUBLISHER ceased should be the only function of their office. This 
theory is entirely in error. There is more to the investiga- 
Dear Sirs: tion of crime than just a medical examination. There are 


The article by Glenn Ferguson entitled “It’s Time for —_ many doctors who could not determine a “‘cause of death” 
the Coroner’s Post-Mortem” was excellent. It actually even after doing an autopsy, without facts from a competent 
proved one thing about the author, and that is that he did _ investigator. Changing the title from coroner to medical 
not investigate states which do have the Coroner’s System = examiner would only be making a doctor top man instead 
to find out how the present-day coroner’s office is run. of only a cog in the wheels of a smoothly operating machine. 

For his and your information, the coroner’s office in a Why not evolution instead of revolution ? One should not 
large city is run on an efficient basis. Every modern coroner _ ridicule the system serving the public. The author of your 
has on his staff autopsy surgeons, pathologists and coroner _ article should attempt to have the coroner’s office in his 


investigators. state raised to the high level as the coroner’s office in the’ 
Replacing the present-day modern Coroner System with great state of California. 
the Medical Examiner System would not accomplish any- Jesse C. Canale 


thing but changing the name plate on the door. The cor- _ San Diego, Calif. 
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by tranquilizers 


or sedatives 


When tension mounts from even minor provocations so 
common in most households, mild hypotensive agents may 
not “hold the lid down.” 


In many patients, consistent control of elevated blood 
pressure without dangerous side effects can be expected 
with Veralba-R. 


And Veralba-R is safe, conservative, long term therapy 
because its unique combination of protoveratrine and 
reserpine makes possible smaller, better tolerated doses of 
these drugs than if they were used singly. 


Composition: Each grooved, uncoated Veralba-R tablet 
contains 0.4 mg. of chemically standardized protoveratrine 
and 0.08 mg. of reserpine. Supplied in bottles of 100. 


VERALBA-\R 


PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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“Board” Veto 
Dear Sirs: 

Concerning the recently publicized move to create a 
Board of General Practice,” it is the purpose of this letter 
to inform you that the membership of the Lucas County 
chapter is opposed without a dissenting voice to the estab- 
lishment of such a board. 

It is the conviction of our membership that the creation 
of such a board would strike at fundamental concepts that 
led to the organization of the Academy of General Practice 
by proposing a special group within the Academy, with 
qualifications apart from those required of a fellow of the 
Academy. 

We feel this would divide and weaken the Academy of 
General Practice. 

Furthermore, the existence of such a board would decrease 
the importance, for the ordinary member, of continuing the 
required postgraduate study in order to maintain member- 
ship. 

We are also of the opinion that such a plan, conceived 
at higher than local levels, without having first obtained 
an expression of opinion from the membership at large, 
received premature publicity. 

This letter was drafted at the direction of the general 
membership, following open discussion of the matter. A 
copy is being sent to the national president, state president, 
state delegates as well as to the editor of GP. 

Cuartes W. WartsON, M.D. 
Secretary 
Academy of General Practice of Toledo and Lucas County 
Toledo, Ohio 


“Write-It-Once” 


Dear Sirs: 

I would appreciate further information on the “Write- 
It-Once” accounting system which I read about in the 
March issue of GP. It sounds very interesting and worth 
while. 

I am a resident in surgery and will return to general 
practice next year. I have every intention of joining the 
Academy after I set up my practice. Your magazine has 
very helpful articles on both the medical and business ends 
of practicing medicine. 


Joun R. Houten, m.p. 


Duluth, Minn. 


Pedagogic 


Dear Sirs: 

I was delighted to come upon GP’s editorial, “‘Explora- 
tion in Pedagogy,” (page 72, February GP) since clear 
critical thought about medical education is badly needed 
today. But I would take issue with the editorial writer who 
sets up in tabular fashion a “thought” and a “refutation” 
without returning to original sources for the “thought.” 
Three of the four are misquoted and all, of course, are 
taken out of context. 


GP May 1958 


Some of your readers may want to know what the editor- 
ial writer did not tell them. “Adventure in Pedagogy” 
(JAMA, December 15, 1956) which started the pot boiling 
is also available for reference and who can tell, the ad- 
venturers may even outnumber the prophets of disaster. 

Grorce E. Miter, M.D. 
University of Buffalo 
Buffalo, N.Y. 


In the GP editorial, “Explorations in Pedagogy,” reference 
was made indirectly to Dr. George E. Miller's article in 
JAMA for December 15, 1956. GP is grateful to Dr. Miller 
for bringing his article more directly to the attention of readers. 
He is surely to be commended for his own “explorations” in 
pedagogy—and to be admired for the objectivity of his attitude. 
— PUBLISHER 


Point Well Taken 


Dear Sirs: 
Thank you very much for the tear sheet on the article, 
“‘Labor’s New Socialized Medicine Scheme,” by Walter H. 
Kemp in the January GP. 
The article was so well received that it disappeared from 
the bulletin board the day after I posted it. 
Miss Mary E. Rinewarpt 
Librarian 

Harrisburg Hospital 

Harrisburg, Pa. 


The Pay Off 


Dear Sirs: 

Having recently been discharged from the U.S. Army, I 
am at present in general practice in Ukiah, Calif. I am in- 
terested in the American Academy of General Practice, 
but I am uncertain of my present standing in it. 

While interning in Kansas City, Mo., I became an as- 
sociate member of the Academy; during my two years in 
the service I continued to receive material concerning the 
Academy and have received this year’s January and Febru- 
ary issues of GP. 

. Lam definitely interested in becoming a full-fledged mem- 
ber of the AAGP, and would greatly appreciate any infor- 
mation you can give me in this connection. 

Hat B. RicHERSON, M.D. 


Ukiah, Calif. 


The above is a copy of a letter received by Mr. William 
Rogers, executive secretary of the California chapter. Dr. 
Richerson has been notified that the California chapter has ap- 
proved changing him from associate to active status. Of special 
significance is the fact that when Dr. Richerson was interning 
in Kansas City in 1955 he was one of the interns whose dues 
for associate memberships in the Academy were paid for by the 
Greater Kansas City chapter. The chapter's project has paid 
off in many active memberships as the young doctors became 
eligible. This project is still being carried on. See page 195 of 
this issue.—PUBLISHER. 
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And it is, oh, such fun! 
And I am sure that we shall rue 
The time when we are both 
too old to play 
The game of “Booh”! 
—EUGENE FIELD 
4 


You can specify 


Pablum Oatmeal is rich in Vitamin B 
that reduces irritability while further- 
ing growth and repair. Natural vitamin 
and mineral content of oats is fortified 
in Pablum Oatmeal. Babies love the 
taste and smooth texture, too. For vari- 


©1958, MEAD JOHNSON & CO 


«uth confidence 


ety, baby can find his favorites among 
all five Pablum Cereals... 
the baby cereals made to pharma- 
ceutical standards of quality —espe- 
cially processed for extra smoothness 
and lasting freshness. 


PABLUM MIXED CEREAL + BARLEY CEREAL + RICE CEREAL * OATMEAL * HIGH PROTEIN CEREAL AND ASSORTED PAK 


blu Doduste DIVISION OF MEAD JOHNSON & CO., EVANSVILLE, INDIANA © MANUFACTURERS OF NUTRITIONAL AND PHARMACEUTICAL PRODUCTS 
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Wishes To Associate 


Dear Sirs: 
In the two years that I have been subscribing to GP you 


have frequently published letters from physicians who de- 
sire to obtain associates. In a few months I will be getting 
out of service and desire to find a young general practitioner 
in mid or southern New England with whom to practice. 

I wish to associate in order to provide my patients with 
better and full time medical care. I also wish to have some 
free time to enjoy life with my family. I would be happy to 
hear from any of your members desiring an associate. I am 
not a member of the Academy at present but plan to sub- 
mit my application as soon as I begin practice. 


Mental Aid 
Dear Sirs: : 


Maurice LaGACcE, M.D. 


P.O. Box 70 
Parks Air Force Base Hospital 
Pleasanton, Calif. 


I would like to purchase a copy of the issue of GP that 


carries Dr. Berlin’s paper on emotional tensions of children 


(“Experiences in Child Psychiatry,” July, 1957). 


As program chairman for the Mental Health Associa- 


tion group in our community (Hastings-on-Hudson, New 
York) I am arranging a discussion session around the gen- 
eral topic “Recognizing Mental Health Problems of Chil- 
dren During the Elementary School Years.” We will re- 
view problems, referrals, treatment facilities and techniques. 
I believe that the Berlin paper would prove truly helpful. 


Boyce NEMEC 
Management Consultant 


New York, N.Y. 
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“I've often wondered how you doctors 
wrote out those illegible prescriptions” 


Courtesy of Boyle and Company 


“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 
“...far excelled... results with the many 
measures usually advocated.”’! 

pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 

For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 


Sudsing 
nonalkaline 
antibacterial 
detergent— LABORATORIES 
nonirritating, New York 18, N.Y. 
hypoallergenic. 

tains 3% 


hexachlorophene. 
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which patients 
with noncalculous 
gallbladder 
disease 

should undergo 
surgery? 


Essentially those who are not 
relieved by a prolonged trial 
period of medical management. 


Source—Lichtenstein, M. E.: GP 
16:114 (Oct.) 1957. 


for medical, preoperative, 
postoperative management 
of biliary disorders 


“therapeutic bile” 
DECHOLIN® and 
DECHOLIN SODIUM’ 


corrects biliary stasis 


Hydrocholeresis with DECHOLIN 
produces abundant, thin, free- 
flowing, therapeutic bile. This 
flushes thickened bile, mucous 
plugs and debris from the bili- 
ary tract. 


(sy AMES COMPANY, INC. 


Elkhart, Indiana 


Ames Company of Canada Ltd. 
Toronto 


AN AMES 
CLINIQUICK 


CLINICAL BRIEFS 
FOR MODERN PRACTICE 
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¢ Promotes Enzymatic Digestion 


of proteins, and 


Ethical Medicinals 
Kansas City, Mo. 
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IN THE MEDICAL NEws 


Hugh H. Hussey, M.D. 
New Laurels for an Old Friend 


As GP’s MEDICAL EDITOR and as a member of organized medicine’s 
highest echelon, the American Medical Association’s Board of Trus- 
tees, Dr. Hugh Hussey is well known in medical circles. However, 
neither of these positions is the raison d’étre for Dr. Hussey’s ap- 
pearance on this page. This month brings the announcement that 
he will become dean of Georgetown University School of Medicine 
July 1. For young (47) Dr. Hussey, this is a significant advance ina 
brilliant record that began with completion of his medical training 
at Georgetown in 1934. Before this newest appointment, “H*”, as 
he cryptically pares his name, was professor of medicine and chair- 
man of the department of medicine at Georgetown. He joined GP’s 
staff in July, 1951, as associate editor, advancing to medical editor 
a few months later. A native Washingtonian, Dr. Hussey divides 
himself among teaching, writing, editing and helping formulate AMA 
policies and objectives. 


George F. Smith 
A New Approach to Common Problems 


AFTER WEIGHING the advantages of a united approach to common 
problems and objectives, the American Drug Manufacturers’ Associa- 
tion and the American Pharmaceutical Manufacturers’ Association 
will merge this spring. These two groups, noting overlapping mem- 
berships and duplicate activities, are merging at the end of this 
month. The new association, known as the Pharmaceutical Manu- 
facturers’ Association, will be headed by George F. Smith, president 
of Johnson & Johnson, New Brunswick, N.J. Mr. Smith has many 
executive credits, including the vice presidency of ADMA; the 
board chairmanship, Health Information Foundation; and the 
board chairmanship, Health News Institute. He is a member of the 
board of the World Medical Association, a trustee for both the 
National Fund for Medical Education and the American Foundation 
for Pharmaceutical Education. Mr. Smith was honored as “The 
Outstanding Citizen of New Jersey” in 1955. 
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Lovis McDonald Orr, M.D. 
Prediction for a New Office 


GP cogs out on the “political limb” this month and 
predicts that AMA delegates will name Dr. Louis Orr 
president-elect of the organization at the AMA’s an- 
nual meeting next month in San Francisco. Dr. Orr, 
an Orlando, Fla., urologist, is currently vice speaker 
of the AMA House of Delegates. He has also been 
a member of the AMA Council on Medical Services. 
Other offices include the chairmanship of the Federal 
Medical Services Committee and the presidency of the 
Conference of Presidents and Other Officers of State 
Medical Associations. Dr. Orr’s professional member- 
ships are numerous and include the American Associ- 
ation of Genito-Urinary Surgeons, Southern Medical 
Association, Southeastern Surgical Congress, American 
Urological Association, American College of Surgeons 
and the International Society of Urology. A native 
Georgian, Dr. Orr received his B.S. and M.D. degrees 
from Emory University, Atlanta. He served his intern- 
ship at Peter Bent Brigham Hospital, Boston, and took 
a year’s residency at Lakeside Hospital, Cleveland, 
Ohio. During World War II, he was a colonel in the 
Medical Corps and was executive officer of the 15th 
Hospital Center, ETO, from 1942 to 1945. Dr. Orr 
is currently a consultant in urology at the Orange 
Memorial Hospital, Orlando. 
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* Classified by the Commission on Education as acceptable for post- 


On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 
other medical meetings in which general practitioners will have 
an interest, will appear here monthly. 


graduate study credits under Category I. Members should report 

actual hours of attendance. Maximum hours listed when avail- 

able. ‘ 

*May 14-15. University of Indiana, course in medicine-hema- 
tology, Indiana University Medical Center, Indianapolis. 

*May 16. St. Louis University, course in pathology, Firmin 
Desloge Hospital, St. Louis, Mo. (4 hrs.) 

*May 22-24. Nevada chapter, annual meeting, Thunderbird Hotel, 
Las Vegas. 

*May 22-25. Mount Sinai Hospital of Greater Miami, eighth an- 
nual postgraduate seminar on recent advances in diagnosis 
and therapy, Deauville Hotel, Miami, Fla. (24 hrs.) 

*May 23-24. Pennsylvania chapter, annual meeting, Penn- 
Sheraton Hotel, Pittsburgh. (10 hrs.) 

May 24. University of Illinois Medical Alumni Association, 
medical seminar and clinics, University of Illinois College 
of Medicine, Chicago. 

*May 24-25. West Virginia chapter, annual meeting, Daniel Boone 
Hotel, Charleston. 

May 25-31. American Gastroenterological Association, World 
Congress of Gastroenterologic Societies, Sheraton-Park 
Hotel, Washington, D. C. 

*May 26-27. University of Indiana, course in cardiology-clinical, 
Indiana University Medical Center, Indianapolis. 

*May 26-30. University of Pennsylvania with Children's Hospital 
of Philadsiphie, refresher course on pediatric advances, 
Children’s Hospital Auditorium, Philadelphia. 

*May 30-31. Washington chapter, annual scientific meeting, 
Chinook Hotel, Yakima. 

*Jun. 2—4. University of Pennsylvania with Children's Hospital of 

Philadelphia, refresher course on practical pediatric hema- 
tology, Children’s Hospital Auditorium, Philadelphia. 

*Jun. 2-6. University of lowa, course on principles and prac- 
tice of internal medicine, Iowa City. 

*Jun. 5-6. University of Pennsylvania with Children's Hospital of 
Philadelphia, refresher course on hemolytic disease of the 
newborn, Children’s Hospital Auditorium, Philadelphia. 

*Jun. 5-19. New York County (New York) chapter, et. al., course 
on cancer detection, Thursdays, Auditorium of Memorial 

Center for Cancer and Allied Diseases, New York City. (9 hrs.) 

*Jun. 9-10. University of Texas Southwestern Medical School, 
course in pulmonary diseases (Mattson Seminar), Dallas. 

*Jun. 9-13. University of Rochester, course on selected topics 
in hematology for internists, University of Rochester 
Medical Center, Rochester. 

*Jun. 9-20. New York University-Bellevue Medical Center, 
symposium on modern therapeutics in internal medicine, 
full-time course, New York City. 

*Jun. 11. University of Oklahoma, short course on surgical 
diagnosis and problem clinic, Oklahoma City. 

*Jun. 16-20. University of California, course in internal medi- 
cine, University of California Medical Center, San Fran- 
cisco. 

Jun. 18-22. American College of Chest Physicians, 24th annual 
meeting, San Francisco. 

*Jun. 20-21. Montana chapter, annual meeting, Billings. 

*Jun. 23-24. New York University-Bellevue Medical Center, 
full-time course on management of chronic kidney disease, © 
New York City. 

*Jun. 23-25. New York University-Believue Medical Center, 
full-time course on modern methods in the recognition 
and treatment of heart disease, New York City. * 

*Jun. 23-27. New York University-Bellevue Medical Center, 
full-time course on acute neurological problems of general 

practice, New York City. 


CONTINUED ON PAGE 193 
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VAGINAL JELLY 


when the ‘jelly-alone’ method 
is advised, New Koromex@) 
the outstandingly competent 
spermatocidic agent... 
ig now available 

to physicians. 


AVAILABILITY, ANOTHER H-R “FIRST”. . . i 


Large tube of Koromex@ vaginal jelly, 125 grams, with : 

patented measured dose applicator, is supplied ina 

> appealingly feminine zippered kit, at no extra ee IN A SPECIAL BARRIER TYPE BASE 
rge, for home storage. 2 


0% 
The 125 gram tube of Koromex@ may also be bought 
separately at any time. Factual literature sent upon request. 


HOLLAND-RANTOS CO., INC. ° 145 HUDSON STREET, NEW YORK 13, N. ¥Y. 
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The General Practitioner in Group Practice 


AN INTERESTING EXPERIMENT in participation by the 
family physician in medical group practice is reported 
by Hunter and Sloss in the American Journal of Public 
Health for October, 1957. The authors are members of 
a small clinic that serves an area in which there are a 
number of isolated communities. Originally, the clinic 
was staffed entirely by specialists. However, in order to 
improve the services of the clinic and to provide medical 
care for the rural and semi-rural areas in the sur- 
rounding country, general practitioners were added to 
the staff. 

The general practitioners in the clinic group spend 
half of their time at the clinic and the other half of 
their time at clinic “‘outposts”—offices established in 
small communities seven to 25 miles distant where it 
had not been possible to attract a physician to reside 
in the community. On occasion, an internist and a 
pediatrician join the general practitioner to provide 
consulting services in the community offices. 

As the clinic presently operates, specialist-general 
practitioner relationships are analogous to those in a 
hospital environment. The general practitioner man- 
ages alone 47 per cent of his patients. Thirty-seven per 
cent are managed with some degree of specialist par- 
ticipation and the remainder are turned over to the 
specialist. It is noteworthy that patients are often hard 
put to decide who is a specialist and who is not in the 
clinic. This is partly due to the fact that the general 
practitioner is allotted at least one hour for a new work- 
up. The pay schedule is arranged so that the calculated 
lifetime incomes of the general practitioner and of the 
specialist are almost identical. 

Under the conditions described, the specialists of the 
clinic have become convinced that the first contact of a 
patient with the clinic group should be made, not by an 
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internist or other specialist, but by a general prac- 
titioner. The authors note that the general practi- 

tioner will tend to become a diagnostician rather than 

an empiricist. He will derive a continuing professional 

stimulus from his associations in the group. However, 

they warned that they are not sure whether a young 

physician, working in this way, “‘will find enough pro- 
fessional satisfaction to fulfill (this) role as a life work.” 

To the authors’ way of thinking, that last factor is 

an important one. They are convinced that the general 

practitioner will continue to provide medical care for a 

large part of the American population. As they see it, 
**The thesis that the general practitioner has no proper 
future in American medicine seems to us to ignore the 
real needs of a large number of Americans as well as to 
overestimate the ability of our teaching institutions to 
turn out specialists in wholesale numbers. The proper 
question would seem to be not whether we are to have 
general practitioners, but what is to be the nature of 
general practice.” 


Treatment of Strokes 


FoR MANY YEARS it was traditional to regard cerebral 
apoplexy as one of those diseases that must run its 
course. With refinements in diagnosis and in surgical 
methods, it became apparent that some of the strokes 
due to anomalies of the cerebral circulation—notably 
arteriovenous fistulas and berry aneurysms—could be 
treated or prevented by suitable surgical intervention. 
Later, it became evident that the incidence of cerebral 
embolism associated with atrial fibrillation can be re- 
duced when quinidine is used to restore and main- 
tain normal rhythm. Most recently, the idea of pre- 
venting cerebral thromboembolism has been extended 
by the application of anticoagulant therapy. 

Although a plausible case can be made for the use 
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of anticoagulants in preventing strokes or ameliorating 
their effects, some physicians have been reluctant to 
use the treatment. They point to the fact that it is not 
always easy to distinguish cerebral arterial thrombosis 
or embolism from cerebral hemorrhage—a distinction 
that would surely have to be made if one were to use 
anticoagulant therapy without risk of making the pa- 
tient worse. Even granting that diagnostic errors in 
determining the pathogenesis of strokes would be in- 
frequent, another important question has been raised. 
In instances of cerebral infarction due to arterial 
thrombosis or embolism, what is the risk that anti- 
coagulant therapy will cause bleeding into the area 
of infarction, thereby making the patient worse ? © 

There have been a number of attempts to answer 
that question by experiments on animals. For example, 
Moyes and his co-workers reported in the Proceedings of 
the Staff Meetings of the Mayo Clinic for March 20, 1957, 
about the effects of Dicumarol when cerebral infarction 
had been provoked by injection of liquid vinyl acetate 
into the internal carotid artery of dogs. This type of 
cerebral infarction has a minimal hemorrhagic com- 
ponent under ordinary circumstances. However, in 
anticoagulant-treated animals, the infarcts were grossly 
hemorrhagic. Also in 1957, the December 11 issue of 
the Proceedings carried a similarly disquieting report 
by Frazier and others. In their study, cerebral infarc- 
tion was induced in dogs by injections of homologous 
blood clots into the internal carotid artery. This form 
of infarction is frequently hemorrhagic in animals that 
are not receiving anticoagulants. When the experiment 
was repeated in dogs in which prothrombin activity had 
been reduced by administration of Dicumarol, cerebral 
infarction developed just as readily. The anticoagulant 
did not protect against the effect of the “emboli.” 
Moreover, although the hemorrhagic component of the 
cerebral infarct was not remarkably influenced in most 
of the Dicumarol-treated dogs, two of these animals 
had frank hemorrhage into their infarcts, one with 
rupture into the ventricles. An experiment almost 
identical with that of Frazier’s group was reported by 
Sibley, Morledge and Lapham in the American Journal 
of the Medical Sciences for December 1957. Here too it 
was found that administration of Dicumarol increased 
the hemorrhagic tendencies of embolic brain infarcts 
in dogs. The authors concluded: ‘“These findings are 
interpreted as providing confirmatory evidence for the 
belief of many clinicians that anticogulant drugs are 
contraindicated after recent embolic cerebral infarction 
in humans. Caution is suggested in the use of antico- 
agulant agents in cases diagnosed clinically as cerebral 
thrombosis, because of difficulties in the clinical dis- 
tinction between thrombotic and embolic infarction of 
the brain.” 
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The ominous tone of the reports of dog exj:criments 
is considerably softened when clinical expericiices are 
recounted. Thus, McDevitt and her associates credited 
anticoagulant therapy (usually Dicumarol) with good 
results during a ten-year experience in the treatmen 
of cerebral thromboembolism. Their report, which ap- 
peared in the Journal of the American Medical Associa. 
tion for February 8, 1958, suggested that the risk of 
superimposed cerebral hemorrhage is not extraordinary 
in cases of cerebral infarction due to embolism. How- 
ever, it’must be admitted that this point is not clearly 
established. 

The advantages of anticoagulant therapy are more 
fully evident when its use is restricted to a few specific 
types of cerebral arterial disease. In that connection, 
the same issue of the Journal contained a report by 
Millikan, Siekert and Whisnant concerning the treat- 
ment of four types of cerebral vascular disease—inter- 
mittent insufficiency of the vertebral-basilar system, 
intermittent insufficiency of the internal carotid arterial 
system, vertebral arterial thrombosis, and actively 
advancing thrombosis of the internal carotid artery. In 
each of these categories, anticoagulant therapy ap- 
peared to have a distinctly beneficial effect. 

Anticoagulant therapy is obviously not the final 
answer in treatment of occlusive disease of the cerebral 
arterial. system. However, clinical experiences to date 
suggest that the method will be used increasingly until 
better ways are found for treating strokes that have 
this background. Or, more ideally, it may be hoped 
that a more basic approach to the problem will some- 
day be possible. 


From the Pages of Pickwick Papers 


IN THE PAST TWO YEARS, cardiologists have credited 
Charles Dickens with one of the early descriptions of 
a curious syndrome in which obesity is responsible 
for serious illness. The case in point is from the pages 
of Pickwick Papers—Mr. Wardle’s boy, Joe. Dickens 
devotees will recall that Mr. Wardle was constantly 
plagued by two outstanding characteristics in Joe— 
his extraordinary corpulence and the ease with which 
he fell asleep under any and all circumstances. 

What is now known familiarly as the ‘Pickwickian 
syndrome” was not completely described by Dickens. 
True, Joe was fat and somnolent, but the author did 
not reveal whether or not the other clinical features 
of the syndrome were present. These include Cheyne- 
Stokes breathing during sleep, evidence of hypoventila- 
tion (arterial oxygen unsaturation and elevation of 
carbon dioxide tension), cyanosis, polycythemia, elec- 
trocardiographic evidence of right heart strain, and 
congestive heart failure. 
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The mechanism whereby this syndrome develops has 
been the subject of intensive study. Some parts of that 
study have been accomplished under severest diffi- 
culties. For example, it isn’t easy to perform right 
heart catheterizations in a patient who weighs 300, 
400 or 500 pounds. It now seems apparent that 
somnolence and Cheyne-Stokes respiration during 
sleep are responsible for significant hypoventilation. 
This is turn accounts satisfactorily for periodic oxygen 
unsaturation and for hypercapnia. The oxygen lack 
satisfactorily explains a tendency to polycythemia, and 
the increased carbon dioxide tension plausibly ac- 
counts for an increase in pulmonary arterial pressure. 
Those last features may be supposed to lead directly 
to right-sided cardiac enlargement and ultimately to 
congestive heart failure. 

Just how it is that obesity leads to this sequence of 
events remains a matter for speculation. That there is 
a relationship of the obesity to other elements of the 
syndrome is shown by the fact that weight reduction 
cures the illness. It is this complete reversibility of a 
form of heart disease and heart failure that has en- 
deared the syndrome to investigators. A high premium 
isalways placed on the recognition of any form of heart 
disease that is reversible. 

This is all very well in these modern times, but 
there are many people who are thankful that the syn- 
drome was not identified by physicians of Mr. Pick- 
wick’s day. It would be hard for them to bear the 
thought of Mr. Pickwick’s adventures made Joe-less 
by some physician’s enthusiasm for a weight-reducing 
regimen. 


More About Staphylococci 


THERE Is a nationwide problem because of infection 
of hospitalized patients by antibiotic-resistant staphylo- 
cocci. That fact is evident to anyone who has followed 
the medical literature of the past two or three years. 
Yet, if all the hospital administrators in the United 
States were asked, “Has there been an outbreak of 
staphylococcal infections among the patients and staff 
personnel in your hospital?” some of them undoubt- 
edly would answer “No.” Two considerations then 
should be offered to them. First, if your hospital has 

‘ indeed been spared so far, don’t be complacent. Your 
turn will come, although there is some chance that 
you can forestall the event by scrupulous attention 
to methods for preventing the spread of infection from 
person to person. Second, it would be well to take an- 
other look at your records. It is quite possible that your 
hospital is already having troubles with staphylococci, 
and the fact has escaped your attention. 

The antibiotic-resistant staphylococci have been 
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called ubiquitous by some writers. That is not quite 
accurate. Problems with these organisms are almost 

entirely restricted to an in-hospital experience. Pa- 

tients who come into the hospital with a staphylo- 

coccal infection that they picked up on the outside are 

usually harboring organisms that are not resistant to 

antibiotics. On the other hand, hospital workers and 

patients who develop an infection while in the hospital 

environment are usually found to have resistant or- 

ganisms. Indeed, when complete bacteriologic studies 

are made, it will often be found that a single strain of 
Staphylococcus aureus accounts for the majority of the 

in-hospital infections. 

A number of clinical-bacteriologic studies support 
the validity of these thoughts. One of the most recent 
was reported in Surgery, Gynecology ¢ Obstetrics for 
January, 1958—a study of staphylococcal infections 
at Temple University Hospital during 1956. Caswell 
and his associates were stimulated to conduct the 
study because there had been a marked rise in the in- 
fection rate of clean surgical wounds to approximately 
5 per cent. Later, when control methods had been 
instituted, the rate fell to an acceptable level of about 
1 per cent. At the same time that infections became a 
problem on the surgical service, other hospitalized pa- 
tients began developing staphylococcal infections, and 
there was an outbreak of furuncles and related cutane- 
ous infections among nurses and other hospital per- 
sonnel. The majority of all infections were attributable 
to a single strain of Staphylococcus aureus—an or- 
ganism resistant to penicillin, streptomycin, tetra- 
cycline and erythromycin, but sensitive in some de- 
gree to chloramphenicol and novobiocin. There were 
many indications that infections were spread within 
the hospital from person to person by contact. Nasal 
carriers were not an important source of infection. 
Nasal cultures from hospital personnel frequently 
yielded a coagulase-positive Staphylococcus aureus, 
but only 4 per cent were the type that was responsible 
for 69 per cent of the hospital infections. 

In contending with that outbreak of staphylococcal 
infections, Caswell and his colleagues adopted methods 
that have proved effective in other hospitals under 
similar circumstances. Those methods deserve the care- 
ful attention of the authorities in hospitals where the 
problem has not yet arisen. By such attention, the 
means may be developed to prevent an outbreak. The 
methods are based upon a philosophy presented by 
Caswell’s group as follows: 

“Infections with these antibiotic-resistant organisms 
do not constitute a temporary epidemic but represent 
a problem which must be faced for an indefinite period 
of time in our modern antibiotic-saturated hospital 

society. Infected hospital personnel play a dominant 
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role in the transmission of these organisms . . . Con- 
trol of these hospital staphylococci cannot be attained 
by the discovery of additional antibiotics, for resistance 
to these new agents will probably develop as it has to 
the ones previously employed. Successful control must 
be predicated on a return to strict sterile techniques 
combined with intelligent limitation of the use of anti- 
biotic agents.” 


The Study of Science 


ACCORDING TO WARREN WEAVER, now is the time for 
all good men to come to the study of science. The 
accomplishments of the scientific method so enmesh 
our lives that an understanding of science has become 
a practical necessity for the “average” citizen, par- 
ticularly the ‘“‘average”’ citizen of large intellect. 

In writing about this, in Science for December 13, 
1957, Weaver implies a paradox. Several hundred 
years ago in London a group of men—most of them 
nonscientists—met Thursday afternoons to carry 
out experiments, to eat and drink together and to 
discuss science. The company included people like 
Christopher Wren, Robert Boyle, Bishop Wilkins, 
Samuel Pepys, Benjamin Franklin and Benjamin 
Thompson. These men had no need to understand 
science. Their lives would have moved along as 
smoothly in total ignorance of the scientific method. 
Their studies were an intellectual luxury, but they 
found those studies rewarding. As man’s need to un- 
derstand science in his daily life has grown, Weaver 
thinks it strange that interest has not grown pro- 
portionally. 

Weaver believes that fear is one important factor 
that has militated against widespread study and un- 
derstanding of science. As a step in the right direction, 
he wants people to understand that “*. . . by and large, 
scientists are very much like other folks.” They differ 
only in that they have an intellectual inheritance— 
the scientific method. That method has many ingre- 
dients—cogitation, avoidance of prejudice, accep- 
tance of facts, precision in thinking, honesty, love of 
truth, curiosity, and an understanding that nature is 
orderly and reasonable. 

Those attributes in the scientist are the basis of his 
“method.” They are the source of his knowledge. In 
that regard, Weaver reminds, in the words of Edward 
V. Appleton, “Scientific knowledge is itself neutral. 
It is the use that is made of it that is good or evil. De- 
cisions concerning that use are not for the scientist 
alone. The layman must therefore make his own ef- 
forts at understanding. To assist him, the scientist 
must, in turn, be ready to leave his laboratory to act 
as a guide.” 
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Ligation of Internal Mammary Arteries 


A NUMBER OF SURGICAL METHODS have been dey ised for 
the purpose of increasing blood flow throuyh nar. 
rowed coronary arteries. Most of these operations haye 
been quite difficult to perform, and the difficulty has 
been compounded by the fact that most surgeons haye 
felt obligated to restrict the use of surgical treatment 
to those patients in whom symptoms of coronary in- 
sufficiency are severe. However, the most recent oper- 
ation to be tried—ligation of the internal mammary 
arteries—is simple. Indeed, it is so utterly simple as to 
provoke skepticism about its value. 

It is known that the internal mammary arteries do 
have anastomotic connections with the heart. The 
proponents of the ligation method of treatment have 
hoped that occlusion of the internal mammary arteries 
somehow brings about enlargement of the collateral 
circulation and therefore delivery of more blood to the 
myocardium. 

As was pointed out in an editorial in the New Eng- 
land Journal of Medicine for August 22, 1957, that 
hope is entirely implausible. As the editor then said, 
**, .. it is based on a hypothesis having no physiologic 
background in hemodynamics.” Nevertheless, the 
users of the operation have found that it has relieved 
many patients of angina pectoris. Still skeptical about 
the matter, the Journal editor advocated that the 
method be evaluated by stricter criteria than mere 
symptomatic relief. 

Now, in a more recent issue of the Journal (Janu- 
ary 16, 1958), a report by Adams on internal mammary 
artery ligation strongly supports the feelings of skep- 
ticism about the value of the method. Using fresh 
human cadavers, he performed perfusion experiments 
that indicated that ligation of the internal mammary 
artery does not permit an increased flow via collateral 
channels toward the myocardium. At the same time, 
in an experiment with angina patients, he found that 
relief of angina pectoris following ligation of the inter- 
nal mammary artery can hardly be attributed to the 
ligation itself. Rather, the symptom-relieving effect of 
the operation seems based on psychic influences—the 
patient’s will to succeed, as well as his belief in his 


physician’s word, and his confidence in his surgeon’s 


procedure. 

It is unlikely that further study of the ligation 
method will refute the thought that its symptom- 
relieving effects are not the result of an improvement 
of blood flow to the myocardium. It would appear that 
those who advocate the operation should reconsider 
their rationale. They are faced with a tricky decision. 
Are they willing to continue using an operation that 
seems to belong in the category of “placebos” ? 
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Uncle Wilfred 


Uncte WILFRED agrees with British tax expert Law- 
rence Dodd. Dodd points out that taxation becomes 
theft when the taxpayer can say to his government: 
*You take the profit and leave me the tax.” This, 
Uncle Wilfred notes, seems to be happening more and 


more. 


Medical Education—A Proposal 


Ir HAS BEEN SAID that it takes two to make a marriage 
—a single girl and her anxious mother. 

In December 1955, the American Medical Associa- 
tion, playing the part of the mother, proposed a 
“marriage” between the medical schools and general 
physicians. What has happened in the two and one- 
half years since that time? In several states, attempts 
by practitioners to effect a shotgun ceremony have 
failed; whereas, in a few cases, notably at the uni- 
versities of Miami and Vermont, the educators and 
practitioners appear to have reached agreement by 
mutual consent. Elsewhere little has been done. 

Many explanations have been given for the inability 
of the schools to pursue a common course with the 
practitioners. These, unfortunately, have often gen- 
erated a lot of heat but usually very little light. 

Lyman’s article, “Disaster in Pedagogy,” which 
appeared in the New England Journal of Medicine for 
September 12, 1957, suggests that there is a concerted 
effort afoot to introduce “progressive” education into 
the medical schools. Whether this is true or not, it 
may explain at least one source of conflict. 

In the first place, medical schools have been more 
or less immune to the progressivist influence simply 
because a vast majority of medical educators never 
took an education course in their lives. On the other 
hand, if the medical schools fear invasion by “pro- 
gressive” thinking, much of the resistance to compre- 
hensive care and general practice programs may be 
attributed to their being confused with so-called 
progressivism. For example, Atchley and Loeb at 
Columbia (the fountain-head of “progressive” educa- 
tion), in defending scientific training and objecting 
to diluting the curriculum, may be aiming at the 
progressivists and hitting the wrong target. In any 
event, they seem to be fighting for a principle that, 
as far as the practitioners are concerned, is not even 


being challenged. 
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It is generally conceded that Sputnik delivered a 
long-overdue coup de grace to “progressive” education. 
It is safe to say that it has not changed the fact that 
concerted efforts to improve medical education, and 
other levels of education, as well, will continue. What, 
then, can be done to promote a fair assessment of 
these efforts and the changes advocated ? 

Much of the mutual misunderstanding of motives 
and objectives on the part of educators and practi- 
tioners can be attributed in particular to one thing— 
isolationism. Lyman points this out and notes that 
‘It seems as if each level [of education] delights in its 
isolation, for it does all it can to strengthen and main- 
tain its apartness.” 

In medical education, this involves departmental 
isolation within the schools as well as isolation of 
educators from the main stream of medical practice. 
This has nothing to do with “progressive” philosophies 
but is the inevitable and unfortunate end-result of 
specialization, first in the biologic sciences and later 
in clinical medicine. Remember, the current clamor for 
change in medical education is not being raised by 
starry-eyed (or bushy-browed) graduates of Columbia 
Teachers College but by the finished products of our 
medical schools, the practicing physicians. 

When the practitioners confine their remarks to con- 
structive criticism, they have every right to expect a 
hearing. When they resort to reckless accusations, 
however, they are being naive if they think the educators 
will listen. 

When the medical educators accept constructive 
proposals from the men they trained for the practice 
of medicine, any change that occurs is likely to be an 
improvement. But when they retreat to their ivory 
towers and scream “science!” and “interference!” they 
are as isolated as the high school teacher who never 
knows how his former students fared in college. 

Dr. Edward L. Turner, secretary of the AMA’s 
Council on Medical Education and Hospitals, stated 
in the Southern Medical Journal for January, 1957: 
“Friendship, understanding and cooperation grow 
with acquaintance. It is isolation that tends to accentu- 
ate differences and breed dissension. In general, we 

tend to dislike what we do not understand and are 
antagonistic to those things that are strange. Sound, 
progressive development and action necessitate that 
intercommunication which begets confidence and un- 
derstanding and leads to integrated and effective 
effort.” 

Communication with the profession, not isolation 
from it, is badly needed in medical education. After 
that comes understanding, cooperation—and mutual 
benefit. — Louis F. RrrrevMeyer, JRr., M.D., University 
of Mississippi Medical Center, Jackson, Miss. 
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CHARLES D. KIMBALL, M.D. 
Seattle, Washington 


FUNCTIONAL DISTURBANCE of uterine bleeding is one of 
the most exasperating clinical problems encountered 
by physicians. This physiologic dysfunction—accom- 
panied by no tissue pathology or organic disease pro- 
cess— is at times so threatening that many histological- 
ly normal uteri have been removed in sheer despera- 
tion. Fortunately, new knowledge of causative factors 
and new therapeutic measures have made hysterectomy 
unnecessary in treatment of this disturbance. 


Influence of the Central Nervous System 


Neuroanatomists and neurophysiologists have shown 
recently that release of gonadotropic hormones and, 
in turn, ovarian and endometrial function and control 
of uterine blood vessels, are regulated by centers in the 
hypothalamus. Harris and his associates have demon- 
strated that cells of the hypothalamus produce a hu- 
moral substance that is essential for anterior pituitary 


nervous system is the controlling mechanism for re- 
productive function and menstruation. 

The newly-discovered hormone-like substance elab- 
orated by the hypothalamus has not yet been identi- 
fied. However, its production is known to be influenced 
by neural impulses from higher, lower and paralateral 
centers in the central nervous system. It reaches the 
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The function of the anterior pituitary gland is influenced 
by a humoral substance produced in the hypothalamus. 
Thus, the gonadotropic hormones are under the influence 
of the hypothalamus—establishing the long suspected relationship 
between emotional centers and menstrual and reproductive function. 
Now, when the histologically normal uterus bleeds 

severely in response to psychologic stresses, therapy can be aimed 
at basic mechanisms. The psychotherapeutic approach— 

largely reassurance—should have pharmacologic support. 


Hysterectomy is unnecessary. 


Functional Disturbance of Uterine Bleeding 


gonadotropic hormone production. Thus, the central — 


anterior lobe of the pituitary gland via the hypophysial 
portal blood vessels. These portal blood vessels and 
the function of the neurosecretory cells have been 
beautifully illustrated recently by Dr. Netter (see 
frontispiece on opposite page). 

In addition to the function first described by Dr. 
Walter B. Cannon as the “‘fight-flight” reaction, 
hypothalamic functions now include: 

1. Mobilization of visceral defensive reactions to 
threatening situations exciting fear or anger. 

2. Vasomotor control. 

3. Water balance (antidiuretic hormone). 

4. Body temperature control. 

5. Appetite control and food satiation. 

6. Anterior “‘pituitropic”’ precursor substance that 
stimulates release of: gonadotropin, thyrotropin, 
adrenocorticotropin, etc. 

The hypothalamus also acts as the filter board or 
message center through which autonomic neural im- 
pulses from other brain centers are automatically 
sorted and transmitted to the viscera for maintenance 
of organ homeostasis. 

Normal visceral function depends on appropriate 
neural impulses to organs, transmitted in proper 
modalities of time and intensity. 

Normally, neural circuits essential for visceral func- 
tion become established habitually. 
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Hypothalamic “Malfunction” 


Highly stimulating situations, whether real or fan- 
cied, acute or chronic, that produce neural reactions 
of strong intensity or that threaten physical or emo- 
tional security, may result in hyper-reactivity and 
hypermobilization of all nerve centers. Under such 
conditions the hypothalamus is bombarded with 
neural stimuli. This demands a multiplicity of visceral 
activities to meet the stress or danger. When the de- 
mands are overwhelming, and the habitual neural cir- 
cuits are strained, the result is confusion and malfunc- 
tion of the hypothalamic switchboard. Erratic nerve 
impulses may be transmitted to inappropriate organs 
in some instances, while important visceral impulses 
may be blocked out or inhibited in others. The normai 
balance of timing and spacing of neural impulses is 
upset, visceral physiology is altered and functional 
irregularities result. 

Symptoms of hypothalamic irritability and vaso- 
motor instability sometimes observed in adolescent 
girls and premenopausal women are blushing em- 
barrassment, hot flushes and sinking spells, capricious 
appetite, premenstrual tension and edema, irrational 
hostility and uncontrollable temper. Threatening feel- 
ings—relating to erotic expression or deprivation of 
love and basic ego security—result in neural transmis- 
sion that may be distorted so as to alter the production 
by the hypothalamus of the humoral substance neces- 
sary for normal production of gonadotropic hor- 
mones. The result is that the gonadotropin may be 
excessive in some instances, or inhibited and delayed 
in others, and thereby affect cyclical ovarian function. 
In addition, aberrant vasomotor impulses to the endo- 
metrial arterioles may simulate the blush-blanche 
phenomenon of Markee. This induces anachronistic 
endometrial breakdown and abnormal bleeding. 

Irregularities in vasomotor control, and in the quan- 
titative and qualitative balance and timing of the ovari- 
an hormones cause amenorrhea in some instances, 
prolonged and excessive bleeding in others and irregu- 
lar endometrial shedding in still others. Such func- 
tional irregularities of uterine bleeding now should be 
thought of as hypothalamic amenorrhea, hypothalamic 
menometrorrhagia or hypothalamic bleeding syn- 
drome. 


A CASE IN ADOLESCENCE 


A typical case illustrating the adolescent type of 
hypothalamic bleeding syndrome is that of S. H., who 
had her first exsanguinating functional uterine hemor- 
rhage soon after graduation when her high school beau 
abandoned her. About the same time, her widowed 
mother married a taciturn, egocentric stepfather, who 
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insisted that the patient leave home and beconie self. 
supporting. Second and third episodes of severe 
uterine hemorrhage occurred during the first vear of 
marriage. Upon moving to a strange city and under. 
going the financial and romantic stresses charac teristic 
of newlyweds, her physical and emotional security 
became acutely threatened. Each of the three episodes 
of uterine hemorrhage necessitated hospitalization, 
multiple transfusions, curettage and prolonged follow- 
up treatment. Hysterectomy had been suggested but 
the operation was refused by both the patient and her 
husband. 

When first seen a few days after her most recent 
hospitalization, she was still bleeding, requiring eight 
to ten pads a day. The initial interview with this 
patient required nearly two hours to obtain the com- 
plete history. She became aware for the very first time 
of the association between the episodes of uterine 
hemorrhage and the acute anxiety that produced her 
emotional stress and feelings of hopelessness and des- 
pair. The endometrium curetted eight days previously 
was reported by her local physician as being normal in 
character, scanty in amount and in the early prolifera- 
tive phase. Physical examination was entirely normal. 
She was given strong reassurance that there was no 
organic pathology, an optimistic, cheerful prognosis 
and other emotional support and encouragement. A 
hypothalamic tranquilizing drug (chlorpromazine) was 
prescribed. The following day, bleeding had diminished 
considerably. Three days later it had stopped. 

Continued reassurance and suggestions for improv- 
ing the couple’s economic and domestic stability, 
together with the chlorpromazine, eventuated in the 
re-establishment of a normal, cyclical menstrual pat- 
tern. The temperature graph that she started at the 
time of the initial interview assumed a normal curve. 
She followed this evidence of her ovarian physiology 
with great interest and found it reassuring and com- 
forting to learn that her ovulatory cycles were normal. 
She had no further recurrence of excessive uterine 
bleeding, except one brief episode that followed a 
Christmas Eve long distance telephone conversation 
with her mother. 

Several months later she became pregnant. Her 
pregnancy progressed normally until the thirtieth 
week. A few days following an automobile accident in 
which she felt she was unjustly accused of being at 
fault, she went into premature labor and delivered a 
vigorous, three pound, two ounce infant, who survived 
without difficulty. She has since delivered a normal, 
full-term infant. 

The diagnosis of hypothalamic bleeding syndrome 
in adolescent and premenopausal women must never 
be made until after a thorough, careful and complete 
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physical examination, usually including diagnostic 
dilatation and curettage. Polyps, endometritis, im- 
plantation bleeding of early unsuspected pregnancy, 
early cancer, ovarian pathology, blood dyscrasia and 
other systemic disease must be ruled out. One of the 
most grievous and inexcusable diagnostic errors a 
physician can make is to overlook organic pathology 
in emotionally unstable or neurotic patients. 


Treatment 


When hypothalamic bleeding is diagnosed, the 


keystone of treatment is strong reassurance. Patient 
explanation is required as to the functional aspects of 
the condition. Practical suggestions should be aimed 


at increasing the patient’s basic security and relieving 
the subconscious anger-fear conflict that causes the 
anxiety and the hypothalamic irritability. Supplemen- 
tal therapy is essential and should include a hypothala- 
mic tranquilizing drug. 

One of the most effective of the available hormone 
preparations to control hemorrhage in the younger 
age group is vasopressin (Pitressin tannate in oil). 
Five pressor units may be given intramuscularly on 
alternate days for two or three doses. This material is 
extracted from the tuber cinereum and the hypophy- 
sis of swine or cattle, and apparently contains a suffi- 
cient amount of the hypophysiotropic hormone-like 
substance mentioned previously, to stimulate the an- 
terior pituitary gland to release follicle stimulating 
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Figure 1. Temperature graph of patient S.F., demonstrating characteristic response to vasopressin. 
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hormone (F.S.H.). At the same time, vasopressin 
tends to stabilize vasomotor functions of the endome- 
trial arterioles and decrease pelvic vascular congestion. 

A characteristic response to vasopressin is apparent 
in the temperature graph of S. F. (Figure 1). This 
episode of prolonged bleeding was precipitated by the 
stress associated with the extraction of several teeth. 
She demonstrated a similar response during a previous 
episode of stress-induced functional uterine hemor- 
rhage several months previously when she moved from 


the Midwest to the Pacific Northwest. At that time 


diagnostic curettage showed no tissue pathology. 
Large doses of estrogen administered intramuscu- 
larly or intravenously will stop functional uterine 
hemorrhage. However, estrogens inhibit rather than 
stimulate pituitary function and may delay resump- 
tion of normal, cyclical ovarian function. Estrogen 
substitution therapy for hypothalamic bleeding is of 
greater value in premenopausal patients whose ovaries 
are relatively less responsive to pituitary gonadotro- 
pins. Following estrogen therapy for acute bleeding 
episodes, some form of continuing steroid hormone 
substitution must be carried on for a period of time to 
prevent a withdrawal bleeding episode. In treatment of 
younger patients, basal temperature graphs are not 
only helpful diagnostically but seem to have a sug- 


- tant is the fact that it simulates the drop of proges. 


gestive, regulating influence on the menstrual rhythm 
of many patients. 

Another method of correcting disturbances jy 
pituitary-ovary-endometrium hormonal relationships 
that has been shown to be effective in more stubborn 
chronic cases of functional bleeding is that suggested 
by E. G. Holmstrom. Progesterone in oil, 25 mg., is 
given intramuscularly on the twenty-fourth day of the 
cycle for three successive cycles. The effect is to in. 
duce luteinization of the endometrium. More impor. 


terone as is the case in the normal menstrual cycle. 
Holmstrom has evidence indicating that this drop in 
progesterone produces a rebound effect that induces 
production of follicle-stimulating hormone by the an- 
terior pituitary in the succeeding cycle. 

Therapeutic failures in treatment of hypothalamic 
bleeding syndrome can, in general, be measured by 
the number of hysterectomies performed in which no 
hemorrhage-producing tissue pathology can be dem- 
onstrated. With our present knowledge of mechan- 
isms and available methods of management, hyster- 
ectomy as a remedy for this physiologic neurohumoral 
dysfunction should become relatively rare. 

A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


THE PRESENTING SYMPTOM... 


Weakness of an Extremity 


WHEN AN OLDER PERSON develops weakness of one 
leg over a period of several hours, the condition is 
usually identified as a neurologic deficit. Nearly 
always it turns out to be a “stroke.” Yet the same 
complaint may announce the onset of acute occlu- 


sion of the arterial supply to the extremity. 


There is a tendency to think of acute arterial 
insufficiency as beginning suddenly with severe 
pain. Delay in diagnosis is therefore likely unless it 


is appreciated that the onset is 


x Painless in about 50 per cent of cases 
and that the development of symptoms is 


4 Gredgal in about 50 per cent of cases 


The seriousness of delay in diagnosis of acute 
arterial occlusion is evident. First, the opportunity 
for successful removal of the obstruction (embolec- 
tomy or thrombectomy) may pass. Second, during 
the period of delay, measures may be adopted that 
aggravate the arterial insufficiency. 

Proof of these thoughts can be found one or more 
times each year in the experience at any busy general 
hospital. An elderly patient will be admitted with 
the story that his trouble started 24 hours previously. 
At that time his right leg began to feel heavy, numb 
and weak. Soon afterward there was also a sense of 
coldness, so he went to bed and, on the advice of his 
daughter, propped the leg up with pillows and ap- 
plied a hot water bottle. And so forth. 

In that synthetic case history, the patient and his 
daughter are responsible. But this need not be the 
case. Not infrequently, a physician will share the 
responsibility for disregarding the three important — 
*don’ts” that are the basis for management of acute 
arterial insufficiency. 
DELAY. 
Don’T ELEVATE. 
Don’t HEAT. 
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THE LAST DECADE has ushered in principles of burn 
therapy so modestly and gradually that synthesis of 
progressive contributions has sometimes lagged. There 
has been no lack of case material, however, so that the 
incomplete evolution of treatment may be candidly 
noted. It is admittedly difficult to wade through the 
maze of fact and fancy, rash trial and error and home 
remedies that abound in this field. The wise saying, 
"The art is long and experiment perilous,” applies fre- 
quently, magnifying the tragedy. : 

There is little entirely new in treating a burned 
child, but attention might well be focused on six tower- 
ing factors in burn management that have been truly 
provocative and deserve integration in the practitioner’s 
burn program. If burn our young ones must, it should 
now be possible to salvage almost all burns under 50 
per cent of the body surface with initial hospitaliza- 
tion, approximately two days for each percentage of 
third degree burn. 


PREVENTION 


Dietrich on his return from war service plunged into 
the crusade of accident prevention in childhood—factor 
number one and chief challenge. He analyzed, graphed, 
totaled up and found a way of telling all of us that with 
concern our children can be spared from the dangers 
of burning. 

Pamphlets help and are available, but grass roots sup- 
port in each doctor’s office handling young families is 
paramount. Table 1 shows that there are really only a 
few major causes of burns in childhood, and implies 
that they can be guarded against with intelligent con- 
sideration. Figure 1 is a composite account of how we 
may guide our young families in protecting their homes 
and loved ones from burning, as well as from other 
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Six factors are important in solving the problem 

of burns in childhood: (1) prevention; (2) simple local care; 
(3) proper fluid electrolyte and blood replacement; 

(4) prevention of anemia; (5) early use of skin grafts; 

and (6) physiotherapy. 


Burn Therapy in Infancy and Childhood 


RICHARD H. SEGNITZ, M.D. 


Lexington, Kentucky 


accidents. Constant supervision or restriction in the 
first few years of life, education and discipline as chil- 
dren prepare for and attend school must be clearly 
legible on a “prescription” like the one in Figure 2, 
given out in our emergency room after minor accidents. 


Earty TREATMENT 


Having failed in prevention, the physician is faced 
with a burned child and a tearful family. Sedating the 
little one (Table 2), and an honest evaluation of the 
damage done (Table 5), heads the ship in the right 
direction. Local care of the burn, whether open or 


THE PROTECTION AND EDUCATION FACTORS 


IN PREVENTING CHILDHOOD ACCIDENTS 


100 
% 


Age in Yeors 


79 


Education 


of the \\ XK | 

oP of & wo 
lamic 
od by 4 
ch no 
dem- 
chan- 
yster- 
noral 
article 
acute 
unity 
olec- 
| that 
‘ 
more 
with 
se of ; 
1 ap- 
his 
» the 
012 3 45 67 8 3 12 
Figure 1. a 


FOLDER: 
(Outside Copy) 


Prescription Against Accidents 
in Infants and Children 


MILWAUKEE COUNTY HOSPITAL EMERGENCY SERVICE 


Read Within 


(Inside Copy) 


Your Child Has Just Been Treated 
_ For a Minor Accident 


If You Take Occasion to Double Check - - 
Your Home - - and Habits - - 

Against a Major Calamity : 
This May All Be a Small Price Well Paid <i 


CARTOON: 


SAFE OR SORRY 


Sure!... he would like to 
see what’s in the pot— . 
BUT. ..for safety’s sake— 
‘keep toddlers out of the 
kitchen and laundry. 
Use the play pen! 


Fire fascinates children— 
BUT... guard them against 
open heat or flames and 
place dangerous objects 
out of their reach. 


‘Fishing and boating are 
fun — 

BUT... .teach your children 
‘to avoid unnecessary risks. 


A ride in the country is al- es Figure 3d. Eschar peeled and cut off, 16 days post burn. 
‘ways enjoyable— 

BUT... insure the safety of 
your children while in the 
Car. 


‘ Figure 2a (above, left). Unfolding pamphlet tells parent of child en- 
tering with a minor accident to guard against a major catastrophe. 


« Figure 2b (below left). Cartoons and captions emphasize major acti- 
dents and how to prevent them. 


Date 
: 
‘ee ie Figure 3a. Patient exposed on sterile sheets. 
> 
— 
a oe Figure 3b. Eschar forming, three days post burn. 
A 4 
a 
eee . Figure 3c. Firm eschar, ten days post burn. 


Figure 3e. Thin split grafts in place, 16 days post burn. 


Figure 3f. Five weeks and three grafting sessions later. 


closed (Table 3), should not deter the physician from 
electing prompt and continuous systemic therapy. 
The object of all methods should be to dry the burn 
and thus minimize invasive infection. Vigorous initial 
débridement is simply not necessary. We have found, 
as Wallace did ten years ago, that open therapy is 
practical and effective until the eschar separates or is 
removed and grafting commenced. 


REPLACEMENT 


The third convincing change centers on the basic 
work of Cope, Moore, Evans and Wallace, who have 
shown us the correct way to avoid burn shock with ex- 
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MAIN CAUSES OF BURNS 
CHILDHOOD 


Clothing ignition 
Naked flame or heat contact 


RELIEF OF ANXIETY AND PAIN WITH 
BARBITURATE, NARCOTIC, OR BOTH 


SECONAL —3 mg./lb. (1.M. or per rectum) 
MORPHINE —1 mg,./10 Ibs. (parenteral) 


EARLY LOCAL CARE OF BURN 


a) Under sedation, area cleansed of gross 

debris 

b) Systemic antibiotics and antitetanus 
therapy 


c) Exposure on sterile sheets - air drying 
eschar formation 


Table 3. 


DEFINITIVE CARE OF BURN 


a) Prevent septic undermining by judi- 
cious unroofing of eschar 


b) Excise eschar and prepare to graft 


c) Graft with thin (.010 inch) skin when 
eschar separates in full thickness 
areas in two to three weeks 


Table 1. 
| 
confronted with undermining sepsis | 
Table 4. 
81 
acti- ¢ 


ESTIMATE OF BURN AREA OF AN 


“"AVERAGE CHILD*‘’ 


SURFACE 


Trunk—34% 
Arm—9% 
Perineum—5% 
leg—16% 


DEPTH 
No Formula 
Answer in 10-14 


Head and Neck—16% 


Days 


Table 5. 


| FIRST 24 HOURS BURN SHOCK REPLACEMENT PLAN* 
| 


for 


82 


a) 
b) 


e) 


Catheterize Patient* 


5% Dextrose in Saline 
LV. Cut-Down : 
1 cc x Wot. in Kilos x % Burn 


Whole Blood 
LV. 1 cc x Wot. 
in Kilos x % Burn 


10% Dextrose in Water 
LV. - No More Than 
1000 <¢/30 Kilos 


Oral Intake with 
Caution After 24 Hours 


* Run B ond C Alternately to 
Maintain Urine Flow at 20 - 30 
ec/Hour For Second 24 
Hours 


Table 6. 


Iding burn of I 


acting, timely fluid replacement therapy. In tiny chil- 


_dren, intravenous administrations are extremely critical 


er cent. 
Composition, total amount and rate of flow must be 


carefully planned. Table 6 shows a scheme that has 
been surprisingly exact in accomplishing this end, 
though clinical finesse is of course necessary at all 
times. (Never give more fluid in 24 hours than that 
calculated for a 50 per cent of body surface burn!) 
Catheterization of each child with a burn of more than 
10 per cent is an integral part of this plan. An indwell- 
ing Foley catheter should be utilized, now available in 
sizes for even a tiny infant. Urine flow (20 to 30 cc. per 
hour), and urine specific gravity (variable, 1.015 to 
1.025) very closely reflect cardiac output and circulat- 
ing blood volume, and in the early stages quantitatively 
confirm the flow adequacy of intravenous therapy. 
While the formula also affords a qualitative guide, 
electrolyte studies, especially sodium concentrations, 
may become necessary particularly when a deep burn 
of over 40 per cent is encountered. Intravenous glucose 
or fructose in water should be given in moderation, 
usually to complete the patient’s water requirements 
after the more vital elements have been carefully run in 
during the first 12 to 18 hours. For the usual 20 to 40 
per cent scalding or flaming-clothes burn, it is seldom 
difficult to get the child over the first few days of the 
tragedy. 

Children even more dramatically than adults suffer 
the red cell volume deficit that sets in during the first 
week postburning, and persists until skin coverage is 
completed. The red cells seem to melt away at first 
from hemolysis, later from bone marrow depression, 
and, at the time of grafting, from vigorous bleeding. 
Cope, Moore, Mencken and others have measured this 
important factor that argues for the early and repetitive 
use of whole blood in replacement of ostensible plasma 
loss. Particularly in children, where intravenous 
therapy may become quite a problem, is this vigorous 


use of whole blood from the-ewtset sound and practical. 


SKIN REPLACEMENT 


And what has been learned about the timing and 
method for skin replacement? In the first place it is 
persistent skin loss that predisposes to the high fevers 
and septicemia as a major cause of morbidity, if not 
death, in these youngsters. Allen, Brown, Blocker and 
others have led the way in early eschar removal, and a 
rigorous schedule of skin replacement—autogenous or 
homologous, as necessary. The use of the Brown 
electro-dermatome has been a great boon in this re- 
spect, as it allows one to take a thin graft from prac- 
tically any area with speed and accuracy. We should 
all feel this urgency, for to await a fine, red, granular, 
more or less pus-free surface for grafting is to invite 
disaster, or at least unnecessary hospitalization and 
morbidity. Table 4 shows the skeleton of our working 
plans. It has seldom led us astray. 
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FUNCTION 
Finally, preservation of function must be emphasized 
by priority grafting of joint areas and cooperative 
physiotherapy both before and after skin coverage has 
heen accomplished. Once a firm eschar has formed, 
even early ambulation is encouraged, and has been a 
t morale booster. Late-stage excision of scar and 
removal of thin skin with coverage by split-thickness 
grafts, again followed by physiotherapy, have aided in 
more satisfying salvage of many badly burned young 
patients. 
It has been fairly stated that to report on another 
man’s work is cheating, but to report on several 
people’s efforts is research. If this is so, the concluding 


pictures may perhaps depict “‘gamesmanship or the art 
of winning without actually cheating.” These pictures, 


Figure 3 a through f, show five weeks of progress in the 
treatment of a 5-year-old girl burned when her clothes 
caught fire while playing with matches. They help 
emphasize: 

1. Prevention—our number one goal. 

2. Simple local care. 

3. Proper fluid electrolyte and blood therapy. 

4. Prevention of anemia. 

5. Early split-thickness grafting. 

6. Physiotherapy. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


What Did the Doctor Order ? 


NO. 2 
4. 
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Docrors are popularly supposed to write badly, and some 
in fact do so. The habit may have originated in the days of 
alchemy as a result of a desire to keep the art secret and 
mysterious, but today concealment from the patient of the 
name and nature of the medicament prescribed is seldom 
necessary. And it is certainly true that to confuse the 
pharmacist—even unintentionally—may be both trouble- 
some and dangerous. 

The similarity of proprietary names for products having 
widely different therapeutic properties creates an ever- 
increasing risk that mistakes may be made through incor- 
rect translations. If a doubt exists, it can be resolved only 
by means of the time-consuming process of communicating 
with the prescriber. 

Examples which have been brought to our notice recently 
are: 

Doriden/ Dexedrine Solprin/Sulpenin 

Bradosol /Bidormal Ronicol /Rarical 

How unfamiliar well-known and widely-used prepara- 
tions seem to be when they appear as on the prescription 
forms reproduced in the accompanying illustration. 

Please write clearly, and leave the pharmacist in no doubt. 

What did the doctors order? No prizes are offered, but 
for the solution see below. 

This is what the doctors ordered. 

No. 1. EB Mist. Morph. et Ipecac. 3 xii. 
Linct. Scill. Opiat. 3 iv. 
Lin. Alb. 35 iv. 

No. 2. B Lot. Milton 1 in 40 § xvi. 
Lot. Acriflavin. 1 in 1,000 3 xvi. 
Wool 1 lb. 
Elastoplast 6” 1 tin. 


Prescribers’ Notes. Vol. I1, No. 7, September, 1957, p. 62. 


Issued by the Department of Health for Scotland.and the Ministry 
of Health. 
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There is much to be said in favor of local anesthesia, 
particularly as it is suited to the needs of the general practitioner. 
If he ts prepared to use it and especially if he is careful to have 
all the necessary agents and equipment at hand, local anesthesia 
many times will serve him well in difficult situations 


in which more complex or elaborate measures might be detrimental 
or even hazardous. Sometimes it 1s advisable to fortify 

the local anesthesia by giving a systemic-acting analgesic agent 
plus a tranquilizer such as promethazine hydrochloride. 


Local Anesthesia Produced by Drugs and Other Means 


JOHN S. LUNDY, M.D. 


Section of Anesthesiology, Mayo Clinic and Mayo Foundation 
Rochester, Minnesota 


CurrEnNTLY, the favor given to anesthesia produced by 
thiopental sodium administered intermittently and 
intravenously, with the use of muscle relaxants and 
nitrous oxide and oxygen introduced through an endo- 
tracheal tube, is so widespread that there is a tendency 
to forget the many advantages of local anesthesia. This 
is particularly true in general practice, in which, by 
the use of only a single anesthetic agent, it is possible 
to carry out a variety of operations without pain. More- 
over, as a rule safe conditions prevail when a local 
anesthetic agent is used, ‘so that it is quite possible 
to carry out procedures without assistance from others. 

For these and other reasons a discussion of the sub- 
ject of local anesthesia is all in good order. Actually, 
local anesthesia does not receive enough attention cur- 
rently, with the result that there is danger of a lack 
of balance among the trends we follow in the production 
of anesthesia. An instance of this is seen in the fact 
that in the training of anesthesiologists, many students 
obtain no experience at all with local or block anes- 
thesia. Yet our dental colleagues have always recog- 
nized the advantages of local anesthesia in their office 
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practice, and they are skilled in methods of producing 
this form of anesthesia. 


A Simple Technique © 


Very likely the simplest technique for the average 
practitioner is to infiltrate local anesthetic solution 
into or about the area to be operated upon. Repetition 
of the injection will prolong the anesthesia for as long 
as may be necessary. The addition to the local anes- 
thetic solution of a small quantity of epinephrine will 
increase the duration of anesthesia while it reduces 
the amount of bleeding that might otherwise occur. 

What has just been said is accepted generally, and 
it is a fair summation of the case fer local anesthesia. 
Still, it is true that a few patients who do not mind 
being operated upon by means of local anesthesia, once 
it has been produced, do dread the injection of the 
solution, or think they do. Hence, it is useful to know 
that there are ways of injection that are acceptable to 
almost every patient who is old enough to cooperate. 
No doubt it is the first prick of the needle that is 
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dreaded by most patients. This sensation can be mini- 
mized by the use of a fine needle and by placing the 
bevel of the needle against the most superficial layer 
of the skin. The solution is then forced through the 
needle as the needle just penetrates this most super- 
ficial layer (Figure 1). 

Once the local anesthetic solution has been injected 
just under the skin, larger and longer needles can be 
used, and the solution can be deposited at will. Of 
course, the solution should be forced through the 
needle steadily as the needle is advanced. Once the 
needle has been advanced to the full length, additional 
solution can be deposited as the needle is slowly with- 
drawn. This maneuver reduces the number of thrusts 
with the needle, and is important in depositing the 
local anesthetic solution without distress to the 
patient. 


Block Anesthesia 


Various blocking procedures can be employed in 
general practice. For example, the digits can be blocked 
at the bases by injection of solution in a ring from 
skin to bone (Figure 2). Infiltration around the ulnar 
nerve at the elbow is very effective in the treatment of 
fractures of the fifth metacarpal bone. On the other 
hand, sacral block anesthesia is not a block that will 
ever be widely used by general practitioners because 
it requires much practice before it can be done well. 

By contrast, pudendal nerve block for obstetric 
practice is most useful, and it is so easily done that 
anyone can do it (Figure 3). With the patient in the 
usual position for delivery, the physician places a 
finger on the ischial tuberosity and passes the needle 
through the skin, near the medial surface of the tuber- 
osity, for a distance of about 1 inch. Then 10 cc. of 
solution is deposited. This procedure can be repeated, 
if necessary. 


Tranquilizing and Potentiating Agents 


Some patients obtain benefit from a little fortifica- 
tion in the form of a systemic-acting analgesic agent 
plus a tranquilizer. One of the very good tranquilizers 
is promethazine hydrochloride (Phenergan Hydro- 
chloride). For children, 1 mg. of this agent per ten 
pounds of body weight, given intramuscularly, is effec- 
tive. Sometimes the agent can be given by mouth. For 
older children and adult persons, promethazine hydro- 
chloride can be administered by mouth in a dose of 
25 mg., and 1 mg. of levorphan tartrate (Levo-Dro- 
moran Tartrate) also can be given. Then, if there is 
any possibility of undue sensitivity to drugs, 0.5 mg. 
levallorphan tartrate (Lorfan Tartrate) can be given 
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Figure 1. Technique of raising initial wheal in skin for local 
anesthesia. (Reproduced, with permission of the publisher, from 
Lundy, J. S.: Clinical Anesthesia, Philadelphia, W. B. Saunders 


Company, 1942.) 
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Figure 2. Technique of blocking the entire hand or parts of it. 
(Reproduced, with permission of the publisher, from Lundy, J. S.: 
Clinical Anesthesia, Philadelphia, W. B. Saunders Company, 
1942.) 


Figure 3. Technique of combined perineal and ilioinguinal nerve 
block. (Reproduced, with permission of the publisher, from Lundy, 
J. 8.: Clinical Anesthesia, Philadelphia, W. B. Saunders Com- 
pany, 1942.) 
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Varieties of Local Agents 


Many drugs that will produce local anesthesia are 
now at hand. Usually, a physician will become accus- 
tomed to the use of a given agent, but it is not too 
important which drug is used. Two factors should be 
considered, however, and they are cost and toxicity. 
As a rule, the cost of the drug is not prohibitive. 

Care must be exercised in the use of local anesthetic 
agents in high concentrations and large quantities. 

_ This is particularly true when a surface anesthetic 
agent, such as tetracaine hydrochloride (Pontocaine 
Hydrochloride), is used to produce surface anesthesia 
for procedures within the mouth and the throat, situa- 
tions in which some of the drug may be swallowed. A 
number of people have died after swallowing toxic 
local anesthetic agents. Personally, I use procaine hy- 
drochloride a great deal, although if I were faced with 
the choice of but a single local anesthetic agent, I 
would choose piperocaine hydrochloride (Metycaine 
Hydrochloride), which will produce surface anes- 
thesia and can be used safely by injection. 


Manifestations of Toxicity 


I have used most of the local anesthetic agents thus 
far devised, and they are very effective. I have no ob- 
jection to the use of any of them except as they may be 
toxic. Some of the symptoms caused by absorption 
of the local anesthetic agent in the blood stream of a 
patient are, first, tremors and dizziness and then un- 
consciousness and convulsions. Convulsions can be 
controlled by the intravenous injection of a small 
quantity of barbiturate, so that if the physician prefers 
to use highly toxic local anesthetic agents, it would be 
well to have immediately at hand a barbiturate for in- 
travenous use. 

Recently I received a letter from Professor Shaw, of 
the University of Melbourne, describing an experience 
with a patient who had received an overdose of a local 
anesthetic agent. Convulsions developed, and a barbi- 
turate was then administered, but in overdose. Res- 
piratory depression arose. Professor Shaw then used 
bemegride (Megimide) to antagonize the barbiturate. 
Several doses of bemegride were given but were not 
effective. Next, 150 mg. (a very large dose) of ami- 
phenazole (Daptazole) was given intravenously, and it 
was immediately effective. The situation became satis- 
factory. 
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by mouth to prevent shallow breathing. The pro- 
methazine hydrochloride potentiates the levorphan, 
while the levallorphan protects against respiratory de- 


solutions, and this probably is a mistake. 


Local Anesthesia in Diagnosis 


Local anesthetic agents are used more and more 
often now for producing local anesthesia as a diag. 
nostic measure to identify pain pathways. Still, even 
though epinephrine may be added to the local anes- 
thetic solution, the duration of anesthesia is not long 
enough to be convincing. For this reason I have been 
using a PAB mixture, consisting of 2 per cent pro- 
caine hydrochloride, 2.5 per cent ammonium sulfate 
and 2 per cent benzyl alcohol. Stronger solutions than 
this can be employed; one consists of 2 per cent pro- 
caine hydrochloride, 4 per cent ammonium sulfate and 
3.5 per cent benzyl alcohol. This solution, when de- 
posited on a nerve (provided that epinephrine is added 
to the mixture), will produce anesthesia that will re- 
lieve pain for hours or even days. For very prolonged 
relief of pain a small quantity of absolute alcohol can 
be injected; many prefer a solution of 6 per cent 
phenol in water. There is the hazard, of course, that 
the solution may spread to nerves which it should not 
reach. Occasional paralysis might result; if alcohol is 
used, severe neuritis sometimes develops. 


A New Thermal Needle 


In an effort to avoid such a complication, I recently 
treated a patient who was suffering from multiple 
myeloma, with metastasis which appeared to have 
started at the tip of the right scapula. Part of the 
scapula had been amputated. This patient had been 
treated freely with roentgen rays, and the skin over the 
scapula was mottled. As a result of treatment, I de- 
cided that the pain pathway involved was the right 
suprascapular nerve, and I deposited in the supra- 
scapular notch 10 cc. of the PAB mixture with epineph- 
rine. This action brought about relief of pain for four 
or five days. The marked muscle spasm in the neck 
and right shoulder ceased, and he was comfortable and 
happy. 

The pain, however, recurred. I thereupon obtained 
a 100-mm. needle that had been insulated down to the 
point. I gave this needle a trial on raw meat, using a 
diathermy machine, and it appeared to me that with the 
machine set at 30 and the current remaining on for 10 
seconds, the result would be about what I wanted. 
Hence, I inserted an ordinary needle into the supra- 
scapular notch of the patient and used this needle as 
a guide for the placement of the insulated needle, since 
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I found that I could not guide the insulated needle 


| freely by itself. Through this needle I injected 0.5 ce. 


of a 6 per cent solution of phenol in water. 

[ waited three or four minutes. I could feel no re- 
laxation in the muscles in the shoulder and neck, and 
so I injected another 0.5 cc. of the solution. It then 
seemed to me that some degree of relaxation occurred. 
I held the insulated needle in place and had the 
nurse apply the tip of the diathermy connection to 
the needle; then I stepped on the switch and counted 
to six, at which time the needle became warm. At seven 
the needle became hot, and at eight, nine and ten I 
could not hold it. When I withdrew it there was burned 
tissue attached to the point of the needle. This was 
done about May 15, 1957, and at the time of this 


writing, the patient has experienced no return of the © 


pain. This result, it seems to me, is most satisfactory. 
I am now investigating other means of accomplishing 
similar results with other forms of electricity. 


the one just described, carried out on sensory nerves 
in different parts of the body. Fortunately, we now have 
antagonists like levallorphan tartrate, which means that 
relatively large doses of such a drug as levorphan tar- 
trate plus the synergist, promethazine hydrochloride, 
can be used and much relief can be provided to the 
patient thereby. 

Then, too, there is a considerable incidence of hip 
pain; when this type of pain continues year after year 
and is not affected by the injection of compound F, 
I recommend sectioning of one or more of the femoral 
cutaneous nerves of the thigh. 

These nerves, the anterior, lateral and posterior, 
can be blocked by means of a local anesthetic agent, 
and the patient then can be exercised in order to 
demonstrate how much relief he obtains from blocking 
of each of the nerves in question. 

Then, if it is seen that all three nerves must be 
blocked before relief is obtained, it follows that all 


three must be sectioned. If relief is obtained by sec- 
tioning, it is, of course, permanent. 


Stubborn Pain 


Pain problems associated with terminal carcinoma 
might be partially solved by some such technique as 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Many pberaits of the nutritional relationships to the development and maintenance of the 
teeth are not understood fully. However, ample clinical and laboratory evidence demonstrates 
the major importance of the nutritional quality of the diet during development of the dental 
tissues as well as during their maintenance in the oral cavity. 

The greatest hope in preventive dentistry lies in the development of teeth with a high 
resistance to tooth decay. This goal is no longer based on wishful thinking, as it appeared 
to be as recently as two decades ago. The most likely way to achieve this objective is by close 
adherence to a diet throughout tooth development that is ideal for the formation of caries- 
resistant teeth. Since the period is prolonged, this objective cannot be realized overnight but 
requires the same high standard of nutrition for years. No better example exists to demon- 
strate that our food today determines our welfare not only in the immediate future but also a 
decade or decades later in life. 

For optimal results, the diet during this developmental period should be composed of a 
generous selection of foods from all the basic food categories, with the minimum use of highly 
refined foodstuffs and with careful attention to cooking procedures to preserve original 
nutrient values. An ample source of vitamin D should be provided daily throughout the 
entire period of an individual’s growth and development. A highly desirable factor in the 
over-all diet planning for the attainment of maximum caries-resistance is the availability of a 
fluoridated water supply. 

After the teeth are fully formed and have erupted into the oral cavity, the same attention 
should be paid to the nutritional quality of the diet. In addition, there should be a strong 
emphasis on the restriction of sticky, high-carbohydrate foods that are cleared slowly from 
the oral cavity. As snacks and desserts in place of such foodstuffs, fresh fruits, vegetables, 
fruit juices or milk are much to be preferred from the standpoint of dental health. 

These nutritional recommendations are not uniquely designed to produce optimal dental 
health. On the contrary, they are recommendations that will result in the simultaneous 
maintenance of an optimal, over-all nutritional status.—James H. Saw, pu.p., JAMA, 166: 

633, 1958. 


Nutrition 
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Cardiac Function 
4 Disease on Acute 
ronic Exposure 
to Altitude 


E. LAMB, M.D. 


Director of Cardiology 
Chief, Department of Internal Medicine, 

School of Aviation Medicine, 
Randolph Air Force Base, Texas 


THE PROBLE®: of altitude as it applies to the circulatory 
system warrants consideration as today’s physician is 
increasingly queried by his cardiac patients regarding 
the feasibility of air travel and the question of retiring 
to or vacationing in the mountains. In the age of 
cardiac consciousness, it is not surprising that people 
ask if living at high altitude causes one to become 
more or less susceptible to heart disease. 


Normal Acclimatization 


It is true that differences exist between man, the 
native at higher altitude, and man, the native at sea 
level. These differences are due to variations in physical 
environment, chiefly in the character of the atmosphere. 
The atmosphere everywhere presses down upon the 
planet Earth. At sea level its weight causes a pressure 
of 15 pounds per square inch. As altitude increases, 
atmospheric pressure decreases. 

The transport of gases into, and out of, the living 
organism is directly related to the pressure of the gases 
in the immediate environment. Thus the pressure of 
oxygen enabling it to diffuse across the lung is de- 
creased at higher altitudes, creating a relative oxygen 
deficit. When the oxygen deficit is sufficient, altera- 
tions in body function occur. 

Some of the more important studies of man living at 
altitude have been done by the Institute of Andean 
Biology of Lima, Peru. The studies were done in 
normal subjects living in Lima at sea level and in 
natives of Morococha, Peru. Morococha is a small 
mining town on the western slope of the Andes, at an 
altitude of 14,900 feet. It is slightly higher than our 
own Pike’s Peak (14,147 feet). It is helpful in under- 


A normal man who has become acclimatiz:! to an 


wo 
environment at high altitude functions quite | ve 
differently from his sea-level counterpart. Thv high- ) 

altitude man has circulatory responses quite similar vw 
to those of a well-trained athlete, including in | th 
creased physical endurance. The nonacclimatized 
person shows respiratory stimulation at 6,000 feet, th 
increase in cardiac output and pulse rate at 12,000 ca 
feet, and a tendency to circulatory collapse at A 
18,000 feet. These facts have a direct bearing on the T 
problems of airplane travel or living at high al- ci 
titudes for elderly people and patients with cardiac . 
or pulmonary disease. 

B 
standing the effects of altitude to examine what manner : 
of men these mountain people are. A 
RESPIRATORY ADJUSTMENT s 

The density of air in Morococha is only about two- . 
thirds that encountered at sea level. For every liter of I 
oxygen consumed by the native he must breathe 42.5 ‘ 
liters of air. The sea level inhabitant breathes 32.7 liters ‘ 


of air for each liter of oxygen consumed. In other 


ATMOSPHERIC PRESSURE 
(SEA LEVEL) 


O, easily diffuses across the lungs 
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words, the Morococha resident must increase his 
yentilation of air about one-third. 

At 15,000 feet altitude, increased ventilation is 
achieved largely by increased respiratory rate. Hyper- 
ventilation effectively increases the O2 pressure within 
the alveoli and decreases the CO: pressure. This may 
be accomplished in part by more efficient utilization of 
all alveoli. These changes enhance respiration across 
the alveolar membrane. At sea level, hyperventilation 
causes respiratory alkalosis. The Morococha resident 
has adapted to the decreased COz pressure by reducing 
the level of bicarbonate (base HCOs) in the plasma. 
This prevents alkalosis, but decreases the buffering 
capacity of the body. The mountain man also has an 
increased vital capacity and an increased maximal 
breathing capacity. 


TRANSPORT ADJUSTMENT 


The alteration in ventilation by the lungs is associ- 
ated with changes in the blood transport mechanism. 
There is a decreased affinity of hemoglobin for oxygen. 
An oxygen pressure of 24.5 millimeters of mercury will 
saturate 50 per cent of the hemoglobin of the sea-level 
resident, while an oxygen pressure of 27 millimeters of 
mercury is required for saturation of 50 per cent of the 
hemoglobin of the native of Morococha. It is likely that 
this represents a chemical change in the hemoglobin 
molecule. 


Arterial blood hemoglobin is only 80 per cent oxygen- 


saturated. However, the Morococha native transports 
more oxygen because there is a great increase in the 
total hemoglobin. The number and volume of red 
blood cells is markedly increased. The hematocrit is 
approximately 60 per cent as contrasted to the sea- 
level norm of 47 per cent. The total blood volume is 
increased by increased cell volume. The plasma volume 
is not increased and may be slightly reduced. 

In addition to the change in respiratory mechanics 
and hemoglobin, investigators believe that a further 
adjustment in respiration occurs at the tissue level. 
This enables the Morocochan to utilize oxygen more 
efficiently. 


PuysicaL ADJUSTMENTS 


The native of Morococha is physically larger than 
his sea-level counterpart. He has a significantly greater 
endurance to maximal exercise. One may theorize that 
this ability is due to a greater economy in utilization of 
oxygen, or perhaps it reflects a difference in obesity. 
The Morocochan has less body fat. Apparently the 
native of Morococha is in better physical condition due 
to the increased muscular effort created by walking up 
and down mountainous terrain. It has also been sug- 
gested that the decreased density of air requires less 
effort in moving the air into and out of the lungs. The 
relationship of altitude to exercise is a major factor in 
athletic contests between individuals trained at altitude 
and those trained at sea level. 


ATMOSPHERIC PRESSURE 
(HIGH ALTITUDE) 
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4,000 84 94% 20.5 
5,000 82 93% 20.2 
6,000 76 92% 20.0 
8,000 67 90% 19.6 
9,000 62 89% 19.4 
10,000 56 88% 19.1 
- 12,000 51 85% 18.5 
44 
38 


18.5 


18.3 
19.2 17.9 16.6 15.3 
19.0 17.7 16.5 15.2 
18.8 17.5 16.3 15.0 
18.4 17.1 16.0 14.7 
18.2 16.9 15.8 14.5 
18.0 16.8 15.6 14.3 
17.3 16.2 15.0 13.9 


15.2 


CircuLaTory ADJUSTMENTS 


It has long been known that the resident at high 
altitude has an increased cardiac output, a decreased 
heart rate and an increased heart size. The blood pres- 
sure of the Morococha man is comparatively low, 
usually 95/65 at rest. This is despite the increased 
viscosity of the blood. 

The slow pulse rate, low blood pressure and large 
heart are noted in a well-trained athlete. The slow pulse 
rate is associated with an increased stroke volume. To 
accommodate the increased stroke volume of the heart, 
the heart must dilate, thus appearing enlarged by ra- 
diographic examination. This, of course, is the true 
nature of the so-called “athlete heart.” The origin of 


EFFECTS OF ACUTE EXPOSURE TO ALTITUDE 


4-6,000 Respiratory stimulation 

12,000— Increased cardiac rate and cardiac out- 
put 

18,000- Circulatory collapse 

25,000- Heart muscle failure 

30,000- Gas bubble formation 


the relatively low resting blood pressure is less obvi- 
ous. I believe it reflects decreased peripheral resis- 
tance caused by intermittent maximal dilatation of 
minute vessels to supply adequate oxygen at a cellu- 
lar level. Certainly, at altitude this circulatory adjust- 
ment would greatly facilitate tissue respiration. 

In my opinion, the circulatory adjustments of the 
well-trained athlete and of the acclimatized native of an 
altitude of over 10,000 feet represent a highly desirable 
state and a most efficient circulatory adjustment. De- 
crease in body fat and decrease in blood pressure are 
both desirable in prevention of cardiovascular disease. 
You will no doubt hear a great deal in the next several 
years about the relationship of exercise and altitude to 
fat metabolism. 

The pulmonary artery pressure is elevated in the 
normal acclimated individual. This persists throughout 
life. This may be due to increased viscosity of the blood 
or to the degree of alveolar distention. Alveolar disten- 
tion can diminish the pulmonary vascular bed. 

- Rarely an individual fails to adapt to high altitude. 
This may result in chronic pulmonary disease with 
emphysema or by overproduction of blood cellular ele- 
ments. Right heart failure may ensue. This condition 
is called Monge’s disease or mountain sickness. 

The findings in the native of Morococha are those of 
the completely acclimatized man. They are adjust- 
ments that require at least a year of residence to 
achieve. 

At lower altitudes the individual may become com- 
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Figure 1. This is the normal effect of taking a deep breath and hold- 
ing it. The slowing occurs at the point of holding the breath. Even 
with the breath held, the rate gradually increases. 
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Figure 2. Sinus arrest with nodal escape recorded on the author by 
simply taking a deep breath and holding it. 


pletely acclimated in a shorter time. This is because the 
degree of change is not so great. The effect of altitude 
on oxygen transport is depicted in Table 1. 


Acute Exposure to Altitude 


Acute exposure to altitude presents quite a different 
picture. This is seen in the newcomer to the moun- 
tains or on exposure to altitude during air travel. The 
problem is to supply adequate oxygen to the tissues 
without benefit of the changes of acclimatization. In 
normal subjects the earliest evidence of acute exposure 
to altitude begins between 4,000 and 7,000 feet. There 
is considerable individual variation. Thus, the altitude 
at Denver is at the threshold for stimulation of the 
events associated with acute exposure to altitude. 
Respiration is usually stimulated between 6,000 and 
10,000 feet (Table 2). At this altitude the breathing 
becomes deeper. Between 12,000 and 14,000 feet, the 
cardiac rate and the cardiac output increase. The in- 
creased cardiac work and increased ventilation is the 
only mechanism available to improve tissue oxygena- 
tion, as there is no increased hemoglobin or change in 
tissue utilization of oxygen as seen in the acclimatized 
individual. 

At approximately 18,000 feet, symptoms of circula- 
tory failure may occur. These often resemble vasode- 
pressor syncope or circulatory collapse. The venous 
pressure falls. The pulse rate in some instances may 
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increase, and in others marked bradycardia ensues. If 
the subject is sitting upright, fainting may occur. One 
of the important factors in the production of syncope 
at high altitude is vagal stimulation and reflex inhibi- 
tion of the heart. There are extremely powerful reflexes 
originating from the lungs that cause cardiac slowing. 
These reflexes are more powerful than those originating 
from the carotid sinus. 

At the height of deep inspiration, there is marked 
slowing of the heart. I have observed the cycle lengths 
to change from 80 per minute to 30 per minute (Figure 
1). Arrhythmias may occur, e.g., premature contrac- 
tions, sinus arrest or blocked auricular impulse, nodal 
rhythms (Figure 2). 

One may postulate that with a decrease of alveolar 
oxygen tension, the neck of the alveolus is constricted, 
thus increasing alveolar pressure and enhancing oxygen 
diffusion. Such a convenient mechanism does exist in 
certain disease states. The bronchial muscle is under 
vagal influences, and when such a mechanism occurs, 
cardiac slowing with typical vagal syncope may ensue. 
Vagal stimulation in peripheral vascular collapse and 
acute exposure to altitude may also contribute to 
nausea and vomiting. 

Vagal stimuli from the lungs, when properly de- 
veloped, may be one of the mechanisms of acclimatiza- 
tion, by increasing alveolar O2 pressure and secondarily 
slowing the heart. 

One must distinguish the peripheral circulatory 
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collapse from acute failure of cardiac muscle. The heart 
muscle does not fail until the arterial oxygen satura- 
tion falls below 50 per cent or at an altitude of 25,000 
feet. Clinicians have long recognized that a rather 
severe degree of anemia must exist before the other- 
wise normal subject will develop cardiac failure. 

When hypoxia occurs, the normal coronary artery 
dilates and in the absence of peripheral vascular 
changes the coronary flow may be increased. This may 
not be true in the diseased coronary artery. 

When a subject is exposed to altitudes of 30,000 
feet, gases are liberated, causing bubble formation in 
the tissue and vascular tree. This occurs first in the 
portion of the circulation under the least pressure. 
Thus, bubbles are formed in the venous circulation and 
right heart, and at higher altitudes they could be 
formed in the arterial circulation. 

Another factor of some importance to cardiovascular 
function on acute exposure to altitude is the expansion 
of gases withir the abdominal viscera. Gas expands 
as atmospheric pressure is reduced. The pain created 
by such distention may trigger undesirable cardio- 
vascular reactions and in extreme cases may cause 
syncope. 

As far as commercial aviation is concerned, the pas- 
senger is partially protected from atmospheric changes 
by the pressurized cabin. This is by no means the same 
environment as sea level. Cabin pressure is generally 
maintained below 8,000 feet. The passenger in the pres- 
surized cabin is usually exposed to an altitude of 6,000 
or 7,000 feet. Thus Denver is just below the usual 
cabin pressure. It will be noted that in a normal sub- 
ject, cabin pressure is just about the level of onset of 
respiratory stimulation to hypoxia and below the level 
of stimulation of the cardiovascular responses. 

Other factors that increase the demands upon the 
circulation may lower the threshold of response to al- 
titude. Examples of these are eating, exercise and 
anemia. In the unacclimatized individual, these may be 
sufficient to cause undesirable responses to altitude. 
The newcomer to mountainous areas should most cer- 
tainly avoid peak exertion until the body has had an 
opportunity to make preliminary adjustments. 

In the aircraft, acceleration may further compromise 
the individual’s circulatory adjustments, causing 
syncope. The aviator is not acclimatized unless he has 
undergone a specialized period of altitude residence for 
that purpose. Thus, he always typifies the subject ex- 
posed to acute hypoxia. 

The newcomer to the mountains begins acclimatiza- 
tion on arrival. At first this causes an increased load on 
the right heart. This can be caused by a rise in pul- 
monary artery pressure occasioned by the increased 
bronchomotor tone reflex intended to increase alveolar 
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Oz tension. The right ventricle is dilated. This causes, 
rightward shift in the QRS axis as visualized in the 
frontal plane and a more posterior orientation of the 
mean QRS vector in the transverse plane. Alter ten 
months of acclimatization, a reversal of the process 
begins, suggesting that a circulatory adjustment js 
being made. 


Altitude and Cardiac Disease 


Thus far this discussion has dealt with normal 
people. Remarks referable to cardiac disease and com- 
mercial aviation may be prefaced by the fact that com- 
mercial craft have cabin altitudes below 8,000 feet. This, 
of course, does not mean that precautions need not be 
taken. However, there must be severe cardiac dysfunc 
tion before any impairment of cardiac dynamics can be 
expected. At 8,000 feet, most patients get along without 
difficulty. In more severe cases, proper administration 
of oxygen will provide the same oxygen pressure as at 
ground level. 

Each patient presents an individual problem. 
Anemia lowers the threshold of altitude tolerance. In 
the presence of diminished hemoglobin from any 
cause, oxygen transport is further compromised. Thus, 
the physician should know whether anemia is present 
before routinely permitting acute exposure of cardiac 
patients to altitude. 

Perhaps the most critical patient to undergo air 
transportation is the patient with cor pulmonale. Pul- 
monary artery pressure is increased immediately with 
hypoxia, and this reflex rise may be sufficient to 
precipitate acute right heart failure. Even this can be 
avoided by administration of 100 per cent oxygen dur- 
ing flight. 

After myocardial infarction, as soon as the patient 
is ready for any form of long distance travel, he can 
travel in a pressurized cabin and utilize oxygen when 
needed. The term “when needed” means when signs of 
hypoxia are occurring, such as increased respiratory 
depth or rate or increased cardiac rate. Inasmuch as 
the atmosphere at earth can be simulated with the 
cabin pressure and oxygen, the usual cardiac can 
travel by air if necessary. However, it is well to remem- 
ber that without oxygen, the cabin environment ap- 
proaches 8,000 feet. (Above 5,000 feet, use O».) 

In more severe cardiac disease, it is wise to insist on 
oxygen by mask at altitudes above 5,000 feet. At 5,000 
feet the hemoglobin is 93 per cent oxygen-saturated. 
Above this height, saturation drops off rapidly. This is 
also the reason for considering the flight path. A flight 
over high mountains is certain to drop cabin pressure to 
8,000 feet altitude. A flat and level flight may have a 
cabin altitude of only 5,000 feet. 
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The effects of emotion and fright associated with 
flying must be considered. It is unwise to permit a 
patient to fly who fears flying and has angina percipi- 
tated by emotional stress. 

When a cardiac patient considers retirement or a 
vacation in a place at high altitude, the problem is 
somewhat different. The ability of a person to become 
acclimatized is best during youth. The cardiac patient 
is usually older and apparently has irreversible changes 
in the circulatory system. Certainly the older person or 
the coronary patient must avoid any further stress upon 
the circulatory system while being exposed to altitude. 
Because coronary artery disease at present appears 
irreversible, the maximum altitude allowable for such 
patients to adopt as a new permanent residence is 
5,280 feet. True, one may get by at greater altitudes, 
but the risk is increased. The patient with combined 
heart disease and pulmonary disease should be advised 
to remain near sea level for residence. The pulmonary 
status of every cardiac should be investigated before he 
is advised to change his residence to a higher altitude. 

The native of high altitude who is fully acclimated 
need not be required to move to sea level under ordinary 
circumstances following a myocardial infarction. A gain 
in oxygenation by moving to sea level will disappear 
after he loses his acclimatization. Then he will have the 
same status at sea level that he had at higher altitudes. 
The only possible advantage would be a change in 
blood viscosity. At altitudes of 5,000 feet, these would 
be minor indeed. 


Should the acclimated cardiac patient go to sea 
level, he can expect to lose his acclimatization rapidly. 
Certainly, within four to six weeks, a native of 5,000 
feet elevation would be considered as a sea level in- 
habitant. 

Thus, on return he would face essentially the same 
problem as the newcomer to altitude. * 

Considering the problem of altitude and coronary 
artery disease, it is interesting that myocardial infarc- 
tion is so rare as to be considered nonexistent at 
Morococha, while it is common in Lima. 

A patient recovering from a recent myocardial in- 
farction while living at 5,000 feet elevation may be in- 
terested in convalescing in the mountains at 8,000 feet. 
The additional 3,000 feet above his acclimated level is 
probably not advisable. It is not the same situation as 
is found in going from sea level to an elevation of 3,000 
feet. The hemoglobin oxygen saturation drops rapidly 
after 5,000 feet. 

A year following an uneventful recovery from myo- 
cardial infarction, the patient can be considered in the 
same light as any other person of his age group and 
characteristics. On acute exposure to altitude, his 
activities should be limited. An older person without 
previous recognized infarction should observe the same 
precautions. In this connection, the Levy test for 
coronary insufficiency is comparable to an altitude of 
17,000 feet for 20 minutes. Thus, at the height of 
Pike’s Peak, one is not far from doing a continuous 


Levy test. 


Operations for Lung Cancer 


DuRING THE 23-year period, 1933- 
1956, Dr. William F. Rienhoff, Jr. 
and his associates operated on 699 
patients with lung cancer, in the ex- 
pectation that the disease might be 
eradicated surgically. The results are 
shown in the diagram at the right. 

— JAMA, 166: 288, 1958. 


(exploration only) 
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Figure 1. X-ray of the chest showing round lesions in right lung field 
with areas of radiolucency representing necrosis. 


Figure 2. X-ray of the same patient as in Figure 1 four years later. 
There are bilateral large nodular densities some of which show ex- 
tensive cavitation. Diagnosis: Wegener’s granulomatosis. 
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Wegener's Granulomatosis 


SOL KATZ, M.D. 
Associate Editor, GP 


WEGENER’S GRANULOMATOSIS is an entity of unknown 
etiology associated with necrotizing granulomatous 
lesions of the respiratory tract, vasculitis and glomeru- 
lonephritis. The respiratory system involvement js 
both upper and lower and includes giant cell granu- 
lomatous ulceration of the nasal cavity, sinuses, oral 
cavity, palate, pharynx and epiglottis which may pro- 
gress to destruction of cartilage and bone. Necrotizing 
giant cell granulomas are also present in the lungs and 
bronchi. There is also a diffuse necrotizing vasculitis 
involving both small arteries and veins in the pulmo- 


nary and systemic circulations. The renal lesions consist 


of medial necrosis of the small arteries, focal fibrinoid 
degeneration and thrombosis of loops of the glomeru- 
lar tufts with epithelial crescent formation. 

Wegener’s granulomatosis usually has its onset in 
the fourth to sixth decades. Respiratory tract symp- 
toms mark the beginning of the disease. Bloody nasal 
discharge associated with rhinitis and sinusitis is com- 
mon. Aural pain and discharge are seen. The local proc- 
ess may progress to destruction of cartilage and bone 
with involvement of the orbit causing conjunctivitis, 
chemosis and proptosis. The changes in the bronchi 
and lungs have their clinical counterpart in cough, 
hemoptysis and pleural pain which are rarely the pre- 
senting symptoms but usually follow the rhinitis and 
sinusitis. Dyspnea is a late manifestation. 

Severe constitutional symptoms may be present, ac- 
companied by arthritis, peripheral neuritis, carditis, 
parotitis, prostatitis, orchitis and hemorrhagic skin 
lesions. These features may be transient. Fever, leuko- 
cytosis, anemia and increased sedimentation rate are 
present. Eosinophilia is noted only occasionally. Al- 
buminuria, hematuria, casts and renal failure charac- 
terize the terminal picture. The disease is usually fatal 
within six months to two years. 

Chest x-rays reveal a variable pattern consisting of 
single or multiple soft densities of small or large size, 
diffuse nodulation and patchy atelectasis secondary to 
bronchial lesions. Necrosis within the lesions occurs, 
producing cavitation and cystic nodulation. 

Wegener’s granulomatosis should be suspected in 
the presence of persistent unexplained disease of the 
upper and lower respiratory tract accompanied by 
renal failure. 
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h, THERE ARE no recent advances in the treatment of 

9 ulcerative colitis. There is no new drug or procedure 

to answer the many problems presented by these pa- 

; tients; no long-range program to guarantee against 

: recurrence or the development of complications; no 

. specific therapy to prevent colectomy. Yet, in spite 

: of this apparent pessimism, intelligent management 

‘ of these patients yields gratifying results in the great 

majority of cases, especially when steroid therapy is 

employed. 
il 
Pitfalls in Diagnosis : 

of 

Probably the most important aspect in the manage- 

" ment of any disease is correct diagnosis, and this is 

especially true in patients having ulcerative colitis. 

‘ A common error is to confuse the disease with 

amebiasis. All too often, an inexperienced but over- 

' enthusiastic technician will mistake a harmless 

Endameba coli for E. histolytica, and the patient will 


be treated vigorously with amebicidal drugs without 
benefit. The proctoscopic appearance of ulcerative 
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_ In treating ulcerative colitis, the physician should have an optimistic, 
AC d cheerful attitude, realizing that 80 per cent of patients recover 

| from an acute attack under intelligent medical management. 
Patients should be warned to expect recurrences from time to time 
and not to be emotionally disturbed by them. ACTH should be used 


in severe cases, but not indiscriminately. Finally, remember that colectomy 


JULIAN M. RUFFIN, M.D., IVAN C. KEEVER, M.D. 


colitis (Figure I) is so characteristic that an ex- 
perienced observer can make the diagnosis at a glance, 
and it certainly should not be confused with the 


isolated, punched-out ulcers of amebic infection 
(Figure 2). Often, left-sided colitis is mistaken for 
bleeding hemorrhoids (Figure 3), and the patient is 
subjected to a needless hemorrhoidectomy. Right- 
sided colitis frequently is unsuspected (Figure 4) 
and may constitute a very difficult diagnostic problem. 
In the acute phase, bacillary dysentery may be in- 
distinguishable from ulcerative colitis, but, fortunately, 
occurs rarely in this country. Occasionally, the under- 
lying cause of erythema nodosum is overlooked, or the 
arthralgia which often accompanies colitis is attributed 
to rheumatoid arthritis. 


Classification According to Severity 


It has been found of practical importance, in the 
management of ulcerative colitis, to classify all pa- 
tients according to the severity of the disease at the 
time that therapy is being considered. Such a classifi- 
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NONSPECIFIC ULCERATIVE COLITIS PITFALLS IN DIAGNOSIS 


COLITIS CONFINED TO RECTO-SIGMoiD 
CONFUSED WITH HEMORRHOIDS 


: 


CLINICAL PICTURE 


Bloody Painful Discharges 
2. Solid Formed Stools 


3. No Constitutional 
Symptoms 


Granular, diffusely inflamed 


Figure 1. Drawings in color of the rectal mucosa in ulcerative colitis, Figure 3. Diagram illustrating the similarity in the clinical pictures 
as viewed through the proctoscope. of ulcerative colitis confined to the rectal area, and hemorrhoids, 


PITFALLS IN DIAGNOSIS 
RIGHT-SIDED DISEASE, UNSUSPECTED 


CLINICAL PICTUR 


Figure 2. Drawings in color of the characteristic ulcers of amebic 
colitis, as viewed through the proctoscope. 


Figure 4. Diagram emphasizing the difficulty in diagnosing ulcera- 
tive colitis confined to the ascending colon. 


cation is purely arbitrary but is useful in deciding arthralgia or erythema nodosum may all be present. 
upon the type of therapy to be employed. All patients | Often the proctoscopic appearance is the same as 
may be classified as follows: that described above but may show large ulcers. The 
roentgenogram shows more extensive involvement. 


I. 
In this group are those patients having no con- IIT. SEVERE OR FULMINATING 
stitutional manifestations, fewer than six to eight These patients are acutely ill, often toxic, having a 


stools a day, and an x-ray examination that shows _ proctoscopic appearance as described above and usu- 
either normal findings or fine serrations confined to _ ally, but not always, universal involvement of the colon. 
the rectum or sigmoid. The proctoscopic picture is 
usually that of a granular, inflamed mucosa with 


Conventional Therapy 
loss of vascular pattern. 
Having classified all patients in this manner, the 
following treatment has been found useful in each 


In these patients the diarrhea is more severe. Fever, _ group: 


II. MopDERATELY SEVERE 
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Figure 5. Chart showing the immediate response to treatment in 118 
consecutive cases of ulcerative colitis. 
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Figure 6. Chart showing response to treatment of ulcerative colitis in 
patient C.W. This response is typical of a mild case. 


I. Mitp 


Conventional therapy in the mild case consists of 
a bland low-residue diet supplemented by vitamins, 
antispasmodics, sedatives and nonabsorbable sulfo- 
namides. Bed rest and psychotherapy in the form of 
reassurance and encouragement are all-important. 
Cod liver oil (100 cc.) and powdered sulfaguanidine 
(4 Gm.) as a retention enema, once or twice daily, 
has been found extremely useful. 


Il. MoperaTELy SEVERE 


In these patients, hospitalization is imperative, and 
treatment is fundamentally as described for mild 
cases. |11 addition, antibiotics, especially penicillin 
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and streptomycin, are indicated. Anemia and fluid 
and electrolyte imbalance are common. These should 
be held constantly in mind and corrected promptly 
when observed. ACTH is often lifesaving and will be 
discussed in detail later. Just when such patients 
should have surgery is always an individual problem. 


III. SEVERE OR FULMINATING 


All-important is the recognition of the severity of 
the disease in this group. These patients are emer- 
gencies and should be treated as such. Treatment is 
the same as that described for the moderately severe 
case. Should they fail to respond to medical manage- 
ment, simultaneous ileostomy and colectomy should 
be performed without delay. 
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Conventional Therapy 


JAW. Age l9 
Duration of Disease 9 Mo: >; 


Weeks 


Figure 7. Chart demonstrating typical response to therapy of ulcera- 
tive colitis in a moderately severe case, patient J.A.W. 


SEVERE ULCERATIVE COLITIS—RESPONSE TO THERAPY 


7.40°, Severe 


Diarrhea, Toxic 


2 


+ 
1 


C.LB. Age 40 W.F. 
Duration of Disease-!] Yeors 


Figure 8. Chart showing a representative response to treatment of 
ulcerative colitis in a severe case. Patient C.L.B. experienced clinical 


recovery. 


Results 


The immediate response to treatment in 118 con- 
secutive cases studied during the past five years is 
shown in Figure 5. In the mild or moderately severe 
groups, over 80 per cent improved or recovered under 
treatment, with 15 per cent of the patients requiring 
colectomy. In the severe group, 60 per cent improved 
or recovered, but surgery was deemed necessary in 
almost one-half of these cases. 

It should be emphasized that no effort was made in 
this study to determine the effect of treatment upon 
recurrences. This group of 118 cases was selected in 
order to show the immediate response to present- 
day treatment. Obviously, such patients would have 
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to be followed for at least ten to 15 years before any 
conclusions could be drawn as to the effect of therapy 
upon the natural history of the disease. Typical re- 
sponses to treatment in the three groups are shown 
diagrammatically in Figures 6, 7, and 8. 


Steroid Therapy 


ACTH has been found to be a useful and powerful 
therapeutic agent in the treatment of this disease. Its 
effect upon the constitutional symptoms of the disease 
(fever, arthralgia, erythema nodosum) often is s0 
dramatic as to be unbelievable unless actually wit- 
nessed. Within a matter of days, an acutely ill patient 
may experience clinical recovery. The proctoscopic 
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SEVERE ULCERATIVE COLITIS—RESPONSE TO THERAPY 


R.LM. Age 40 W.M, 
Duration of Disease-] Yeor 


Figure 9. Chart demonstrating the clinical response to treatment of 
severe ulcerative colitis with intravenous ACTH. This patient, 
R.L.M., also showed clinical recovery. 


picture and x-ray findings, however, revert to normal 
more slowly. 

The following method of administration is recom- 
mended: 20 units of aqueous ACTH in 5 per cent 
glucose given as a continuous intravenous infusion 
over a 20-hour period daily. After five to ten days, 
depending upon the clinical response, the time of 
administration is reduced four hours per day for the 
next few days, without changing the dosage. After 
discontinuing ACTH, cortisone is given orally, 75 
mg. daily for one week, 50 mg. for one week and then 
25 mg. for the next few months. Potassium is given, 
and sodium is restricted. A typical response to treat- 
ment with ACTH intravenously is shown in Figure 9, 
and its effect upon the rectal mucosa is shown in 
Figure 10. Obviously, all patients do not respond so 
favorably (Figure 11). 

ACTH should be used in all cases in the moderately 
severe and severe groups, especially when constitu- 
tional manifestations are present, unless there is 
some definite contraindication. Giant ulceration has 
been reported following ACTH therapy, but this 
should not deter one from using the hormone when 
indicated. A recent study indicates that the incidence 
of these giant ulcers is no greater in the ACTH- 
treated cases than in those not receiving steroids. 
Other undesirable complications of steroid therapy 
in our series have been minimal, 12 per cent having 
had psychotic episodes and 6 per cent, significant 
electrolyte disturbances. 

Itis doubtful that steroid therapy alters the natural 
history of the disease. Certainly many patients will 
telapse while under treatment, especially when taking 
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ULCERATIVE COLITIS 


After 14 days of ACTH 


(50 per cent of series reverted to normal) 


Figure 10. Drawings in color of the response of the rectal mucosa to 
ACTH therapy for severe ulcerative colitis, as viewed through the 
broctoscope. 


cortisone orally. This fact, however, in no way de- 
tracts from the value of ACTH therapy during an 
acute phase. 


Indications for Surgery 


Generally accepted indications for colectomy are 
as follows: (1) medical failure; (2) impending perfora- 
tion; (3) stricture; (4) uncontrollable hemorrhage; and 
(5) suspicion of malignancy. 

Just what constitutes medical failure is debatable. 
Colectomy should be regarded as an amputation. 
One does not remove a leg to cure an ulcer of the toe 
unless the patient is crippled by the ulcer. Anytime 
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Figure 11. Chart showing the resp to medical therapy for severe 
ulcerative colitis in patient G.L. Recurrence was severe despite steroid 
therapy. Clinical recovery followed colectomy. 


that the patient is physically disabled by his disease 
and is no longer a useful citizen, it is unwise to with- 
hold surgery. The remaining indications for surgery 
are self-evident and require no discussion. 

In spite of the indications for surgery mentioned 
above, by and large, most patients do well under 


medical management and live out their lives as useful 
citizens, only 17 per cent in this series requiring 
colectomy. One should beware of indiscriminate sur- 
gery. Every patient with colitis is not potentially a 
surgical problem, and such an attitude is certainly to 


be deplored. 


Viral Pneumonias 


NOMENCLATURE is of more than semantic interest. It can be 
conducive or obstructive to thought. The negative term 
atypical pneumonia is not helpful. Cole proposed this term 
in 1928 to differentiate typical lobar pneumonia clinically 
from other pneumonias, whatever their cause. Any acute 
pulmonary infection not conforming clinically to the arbi- 
trary prototype is atypical, and in this sense the word was 
used in the title of the original publication on viral pneu- 
monia. Fortunately, similar reasoning was not applied to 
aseptic meningitis, which might have been called atypical 
meningitis in relation to meningococcic meningitis. The 
meningeal diseases were named according to their respec- 
tive causative viruses as they were discovered. Viral hepa- 
titis might have been named atypical hepatitis if yellow 
fever or spirochetal jaundice (Weil’s disease) had been used 
as standards. In this case, the infection is called viral hepa- 
titis without dissent, even though a virus has not yet been 
isolated. 

Viral pneumonias are clinically delineated entities and 
outnumber all other pneumonias, especially during epi- 
demics. They are typical in their own right and atypical 
only if compared with lobar pneumonia. The adjective viral 
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is as appropriate as the adjectives bacterial or mycotic for 
their respective pneumonias. These adjectives permit ar- 
rangement of the different pneumonias in a systematic 
manner as, for example, in the classification of bacillary, 
amebic, and viral dysentery. At present, the term viral 
pneumonia is broad enough to cover all viral pulmonary 
infections and tentatively those of probable viral origin in 
anticipation of the discovery of their causes. In time, when 
terminology is simplified and agreed upon, names (not 
initials) to include mild, severe, and pneumonic forms of 
the same entity can be coined according to the name of the 
causative virus. In influenza, for example, the disease is 
influenza whether or not specific pneumonia is present as 
one of its manifestations. 

Now that (a) the viruses of some forms of viral pneu- 
monia have been isolated and cultivated; (6) specific im- 
munity has been demonstrated; (c) infection can be modi- 
fied by specific vaccine; and (d) the diseases can be trans- 
mitted experimentally, Koch’s postulates are more than 
fulfilled. It is time to place the disease in its proper position 
and to abandon the ambiguous name primary atypical 
pneumonia. 

—Honart A. REIMANN, M.D., (Editorial) JAMA, 161 :1078, 
1956. 
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7 Much more has been learned about the thyroid 
WP 2 in the past 15 years than was known before that time. 
: Recent progress is largely attributable to new tests 


of thyroid function. Some of the advances in knowledge 


Current Concepts of Thyroid Function 


LAURENCE H. KYLE, M.D. 


about function have led to controversy about therapy— 
{7 particularly the therapy of hyperthyroidism. In addition, 
i a number of thyroid disorders remain mysterious. 


Department of Medicine, Georgetown University Medical Center 


PHYLOGENETICALLY, the thyroid is the oldest of the 
endocrine systems. Among all metabolic disorders, 
syndromes associated with thyroid dysfunction were 
the first to be clearly defined. Effective therapy for 
thyroid disease was available when most endocrine 
disorders were of only academic interest. Until a few 
years ago, most physicians were honestly convinced 
that understanding of the thyroid was quite complete 
and that the management of its disorders was satisfac- 
tory. Consequently, it is disconcerting to realize that 
more has been learned about the thyroid gland during 
the past 15 years than was known before that time— 
disconcerting because such rapid progress implies 
that there is much more to learn. 


Background of Current Knowledge 


The truly amazing recent gains in knowledge of 
thyroid function rest firmly on basic studies, of which 
four are particularly important: (1) use of radioactive 
iodine; (2) measurement of circulating thyroid hor- 
mone; (3) application of antithyroid medication; and 
(4) purification of thyroid-stimulating hormone. 

The use of radioactive iodine is based on the simple 
fact that it enters metabolic processes in similar fashion 
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to its stable counterpart. In other words, absorption, 
transport to the thyroid, accumulation by this gland 
and conversion to active hormone proceed in parallel 
with the stable iodine circulating at that time. 

Circulating active thyroid hormone is bound to 
amino acids. Thus, it can be measured as protein- 
bound iodine. The nonhormonal iodine in the body is 
not protein-bound and is not measured by this tech- 
nique. In addition, different types of protein-bound 
iodine can be separated by chromatographic tech- 
niques. 

The development of drugs that suppress the thyroid 
has promoted better understanding of thyroid function 
by permitting the division of the gland into its various 
functional components. 

The thyroid-stimulating hormone of the pituitary 
gland is a large protein molecule. Isolation of this 
material in a concentrated and purified form has pro- 
vided the opportunity to study the normal mechanisms 
of increased thyroid activity, and offers a method to 
test the capacity of an underfunctioning thyroid gland 
to respond to stimulation. 

Of these four advances, development of radioiodine 
is probably the most important; for its use lends itself 
to numerous approaches—diagnostic, therapeutic and 
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Figure 1. Fate of radioactive iodine in euthyroidism. 


investigative. A simplified scheme of the mechanism of 
I'*! study is shown in Figure 1. When a small dose of 
radioactive iodine is administered, the thyroid gland 
takes up about 30 per cent in 24 hours; the remainder 
is excreted in the urine. The iodine accumulated by 


the thyroid gland is then converted into radioactive . 


thyroid hormone, which can be measured in the blood. 


Concepts of Thyroid Physiology 


Because the more practical aspects of thyroid dis- 
ease, namely diagnosis and treatment, depend entirely 
upon basic knowledge of glandular function, this dis- 
cussion can best begin with some comments on con- 
cepts of physiology. 


RELATIONSHIPS 


Figure 2 illustrates the mechanisms of control of 
thyroid function. First is depicted the nice balance 
between pituitary and thyroid in the normal subject. 
This is true of all endocrine systems in which there is 
stimulation of a target gland, here the thyroid, by a 
trophic hormone, such as thyroid-stimulating hormone 
(TSH)—to effect secretion of a tissue-affecting hor- 
mone. Thyroid hormone not only acts on all body 
cells, but also influences the pituitary to suppress the 
production of TSH. On the other hand, decreased 
pituitary activity, with consequent decreased TSH 


102 


production and impaired thyroid stimulation, \ ill re. 
sult in decreased secretion of thyroid hormone and a 
lessened pituitary blockade, permitting restoration of 
the normal relationships. In the normal subject, this 
system is in very precise balance. The radioactive iodine 
uptake, an index of the activity of the thyroid gland, 
is about 30 per cent; the protein-bound iodine, a 
measure of the amount of hormone being produced, is 
about 5 micrograms in 100 ml. of blood. 

The next segment of Figure 2 illustrates the response 
to administration of thyroid hormone in the normal 
subject. The circulating level of thyroid hormone is 
slightly increased, with consequent block of TSH pro- 
duction or release, lessened stimulation of the thyroid 
gland and diminution of thyroid activity. This de- 
pression of thyroid function results in a significant 
decrease of radioiodine uptake, which has several prac- 
tical applications. For example, it permits estimation 
of the amount of hormone normally produced. In- 
creasing increments of thyroid hormone effect fairly 
complete suppression of thyroid function at a dose of 
2 or 3 grains of desiccated thyroid a day. This is not 
surprising, for it approximates the amount of thyroid 
hormone required in the average patient with myx- 
edema. However, there does exist considerable vari- 
ability in thyroid suppression among normal people. 

This response also shows the fallacy of giving small 
doses of thyroid to patients with normal thyroid func- 
tion for the treatment of amenorrhea or sterility. In 
other words, when the euthyroid subject receives 2 or 
3 grains of exogenous thyroid a day, his own gland 
stops working, and the 2 or 3 grains normally produced 
is then not available. He ends up where he started. 

The next portion of Figure 2 shows my concept of 
the pattern in diffuse toxic goiter with hyperthyroid- 
ism. The pituitary is hyperactive, possibly due to 
stimulation from higher cortical centers; there is in- 
creased production of TSH, increased thyroid stimu- 
lation and increased production of thyroid hormone. 
Radioiodine uptake is now increased, and the protein- 
bound iodine is elevated. But, despite the increased 
production of thyroid hormone, there is no suppression 
of pituitary activity, presumably because TSH produc- 
tion is no longer responsive to normal mechanisms. 
Were it not for this fact, hyperthyroidism could not 
develop, for when the protein-bound iodine became 
elevated, the disease would automatically terminate. 
The last segment of Figure 2 offers some proof for that 
concept. When thyroid therapy is given to a hyper- 
thyroid patient, there is no suppression of thyroid 
function. In other words, the pituitary, already refrac- 
tory to increased circulating thyroid hormone, cannot 
be suppressed by the exogenous material. The uptake 
remains elevated and the protein-bound iodine rises 
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Figure 2. Control of thyroid secretion. 


further. This provides a nice diagnostic test for bor- 
derline cases of hyperthyroidism. 


Tue THyroip HORMONE 


The nature of the thyroid hormone is a subject of 
considerable current interest. The material in the col- 
loid of the thyroid consists of thyroglobulin, a mole- 
cule so large that it cannot readily enter the circula- 
tion. Thus, attention was directed at the two iodinated 
amino acids isolated from the gland, diiodotyrosine 
and tetraiodothyronine. The latter material, common- 
ly termed thyroxin, was accepted by many as the ulti- 
mate product of the thyroid gland. Other observers, 
noting its poor intestinal absorption, rapid activity, 
and the fact that thyroxin iodines constitute less than 
30 per cent of thyroidal iodine, were reluctant to accept 
this view. Some believed that the ¢rue thyroid hormone 
might consist of thyroxin and diiodotyrosine coupled 
with other amino acids in the form of a peptide. It 
was of great interest when Gross and Pitt-Rivers dis- 
covered a new iodinated substance, triiodothyronine, 
identical with thyroxin except for lack of an iodine 
atom. This material was shown to be a highly potent 
calorigenic material. It is about three times as active 
as thyroxin, it acts immediately, and its effect is rapidly 
dispelled. This may be the true thyroid hormone, for 
it actually enters the cell and exerts thyrogenic effects, 
and it seems very possible on the basis of present evi- 
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dence that thyroxin must be broken down into tri- 
iodothyronine before it can act. 


MECHANISM OF HORMONE FORMATION 


Perhaps the most important physiologic concept of 
thyroid function is based on visualization of the thy- 
roid gland as three functional components (Figure 3). 
These may be referred to as trapping, hormone forma- 
tion (organic binding), and hormone release. 

Trapping is the important mechanism that permits 
the thyroid gland to accumulate iodine at a concen- 
tration many times that of the blood. Trapping appears 
to be under the control of the thyroid-stimulating hor- 
mone of the pituitary, and thus is stimulated by giving 
TSH. It is blocked by thiocyanate—thus the goiter 
and occasional myxedema that result from therapy of 
hypertensive patients with thiocyanate compounds. 

The second functional entity, hormone formation or 
organic binding, is basically quite simple. It consists of 
attachment of iodine to an amino acid. Such binding 
is dependent upon one important initial step, namely, 
the conversion of iodide to elemental iodine. This is 
mediated by an enzyme, possibly peroxidase, and it 
appears that antithyroid drugs of the thiouracil type 
interfere with hormone formation by suppressing per- 
oxidase activity. In other words, by stopping the proc- 
ess of organic binding before it really can get started, 
hormone formation is blocked. There is no direct evi- 
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THREE FUNCTIONAL COMPONENTS OF THE THYROID GLAND 


Figure 3. Functional visualization of the thyroid gland. 


dence that this function of the thyroid is under pitui- 
tary control. 

The third function of the thyroid, namely hormone 
release, does appear to be under the control of the 
pituitary. As was mentioned before, the hormone stored 
in the thyroid gland in the form of thyroglobulin is of 
such size that it cannot readily enter the circulation. 
Consequently, it must be broken down into smaller 
moieties, and for this purpose one would suspect the 
presence of a proteolytic enzyme in the thyroid gland. 
De Robertis has demonstrated the existence of such 
an enzyme and, furthermore, that this enzyme is great- 
ly increased in hyperthyroidism where there exists 
rapid release of thyroid hormone. Even more important 
is the observation that administration of iodine de- 
creases proteolytic enzyme activity, giving us an indi- 
cation of how iodine acts to suppress the function of 
the thyroid in hyperthyroidism. Because hormone re- 
lease is under pituitary control and because such 
release is decreased by iodine through interference 
with a proteolytic enzyme, it is proposed that thyroid- 
stimulating hormone probably stimulates proteolytic 
enzyme activity and that iodine acts by decreasing 
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either production or action of the thyroid-stimulating 
hormone. 

Thus, to recapitulate the story briefly, iodine cir- 
culating in body fluids is trapped by the thyroid 
gland. It is then converted into elemental iodine by 
the enzyme peroxidase and it is attached to amino 
acids (organic binding). Hormone, stored as colloid, 
is released under the influence of the pituitary gland 
which stimulates increased proteolytic activity, and 
the hormone passes out into the blood probably in 
the form of thyroxin. This is broken down into tri- 
iodothyronine before it can enter cells, and may be 
converted to triiodothyroacetic acid of triiodothyro- 
pyruvic acid before it begins to exert its final action. 
The exact locus of action of thyroid hormone remains 
a mystery still, however. 


Concepts of Diagnosis 


Formerly, thyroid activity or its lack could be meas- 
ured only by the effect on body tissue. Function of 
thyroid may now be assessed at several levels, as shown 
in Figure 4. 
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GLANDULAR LEVEL 


Diagnostic tests may be applied at the glandular 
level, and the most important for this purpose is 
radioactive iodine. There is an infinite variety of meth- 
ods for diagnostic use of radioactive iodine. The most 
popular is the 24-hour uptake, conducted by giving a 
small dose of iodine by mouth and counting the activity 
directly over the gland 24 hours later to determine 
what portion of the dose has been retained. Uptake 
normally ranges between 15 and 45 per cent. It is 
higher in an overactive thyroid and lower in myxedema. 

There are two important variations of this test. In a 
person with borderline hyperthyroidism and a slightly 
increased uptake, administration of thyroid for a period 
of ten to 14 days may be then followed by a repeat of 
the uptake. As was shown in Figure 2, exogenous thy- 
roid causes significant depression of uptake in the 
normal subject, whereas in the hyperthyroid patient 
such depression will not occur. This provides a simple 
test for the presence of hyperthyroidism. 

Another variant of the radioiodine test is the use of 
thyroid-stimulating hormone. For example, in a patient 
with features of hypothyroidism, consideration should 
be given not only to failure of the thyroid gland itself 
but also to hypofunction of the pituitary with conse- 
quent understimulation of the thyroid gland. If radio- 
iodine study discloses a low level of uptake, one or two 
doses of TSH are administered and the radioiodine 
uptake is repeated. An increase is quite apparent evi- 
dence that the thyroid gland can function properly 
and indicates that the disease is due to insufficient 
pituitary hormone. 


Bopy FLumps 


The second level at which diagnostic tests can be 
applied is in circulating fluid, by measurement of the 
true hormone or protein-bound iodine (PBI). This 
circulates in only very small amounts and its measure- 
ment requires the utmost in laboratory precision and 
technique. Normally there are between 3 and 7 micro- 
grams of PBI in 100 ml. of blood. With hyperthyroid- 
ism, levels are quite markedly increased; in hypothy- 
roidism, decreased values are usual. 

Many factors will interfere with this test. If the sub- 
ject has been taking a large amount of iodine or an 
iodinated thiouracil drug, or if he has had x-ray 
studies with media containing iodine (intravenous 
pyelogram; gallbladder series), the presence of this 
large amount of iodine in the body will give falsely 
high PBI levels. For that matter, similar high concen- 
tration of circulating iodine will also interfere with the 
uptake of radioiodine, so that all of these sources of 
contamination interfere with two of the best tests. In 


GP May 1958 


PITUITARY 


THYROID 


TISSUE 


Figure 4. Measurement of thyroid function at different levels. 
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Figure 5. Therapeutic tree. 


addition, there are certain patients with hypoalbu- 

minemia, particularly in nephrosis, who show very low 
circulating levels of PBI despite the fact that there is 
no other evidence of myxedema. Mercurials interfere 
with the chemical determination of PBI; thus, a person 
must not have received mercurial medication for several 
days prior to this test. 


Tissue LEVEL 


The third level of diagnostic approach is in the tis- 
sues. First, for this purpose, is the blood cholesterol. 
Measurement of this substance is very helpful in hypo- 
thyroidism when it is invariably elevated. However, it 
is a very poor test of hyperthyroidism and should be 
used rarely for diagnosis. 

The second test related to the tissues is the well- 
known BMR. The BMR was never a good test. It is 
now even worse, comparatively, for there are newer 
and much better diagnostic techniques. Indeed, the 
BMR is not a “thyroid test.” It is merely a measure- 
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ment of oxygen consumption over a given period of 
time, compared with the oxygen consumption of a 
normal person of the same size, age and sex. It meas. 
ures thyroid function only insofar as the thyroid is one 
of the systems that decrease or increase oxygei con- 
sumption. The BMR, like all biologic tests, is capricious 
and variable, and it shows wide variation among nor- 
mal subjects. In other words, among normal people, 
the BMR will vary between +5 per cent and —25 per 
cent. In a few normal patients the value will exceed 
that range despite all indication of normal thyroid 
function. 

The BMR is a very poor test for hypothyroidism 
because people with clear-cut myxedema often have 
a BMR of —20 or —25 per cent, well within the 
normal range. It is useful as a means to rule out hyper- 
thyroidism. For instance, in a person with features 
suggestive of hyperthyroidism, with a BMR of —5 
per cent or —10 per cent, the diagnosis can usually be 
discarded. On the other hand, with suspected hyper- 
thyroidism, an elevated BMR does not prove the diag- 
nosis because many disorders can cause increased 
oxygen consumption. The BMR is most useful to 
quantitate the degree of hyperthyroidism and to follow 
the effects of treatment. 

It should not be forgotten that there are other 
measurements of metabolism. One of the simplest is 
based on the fact that the hyperthyroid subject has a 
tremendous caloric need. The less he eats, the greater 
the demand on body tissue. Thus, estimation of the 
patient’s caloric intake and repeated weighing on a 
simple clinical weight scale provides a very nice test 
of metabolism. 

The last and perhaps most important test of thyroid 
dysfunction as pertains to tissue effects may be called 
clinical appraisal. This is most important when used 
correctly. However, clinical appraisal is not a guess or 
a hunch or a constant repetition of diagnostic errors. 
It is a well-conceived total picture of the patient devel- 
oped after careful questioning, complete physical 
examination and the evaluation of selected laboratory 
studies. 


Concepts of Therapy 


Recent rapid advances have led to confusion and, 
unfortunately, to controversy about therapy of thy- 
roid disorders—particularly the therapy of hyper- 
thyroidism. There is no reason for this, because there 
are several effective means of treatment. The best are 
the antithyroid drugs, surgery, iodine and radioactive 
iodine. My view regarding therapy is shown in Figure 
5, which can best be called the therapeutic tree. The 
trunk illustrates the first objective, namely, to obtain 
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a state of euthyroidism. The branches portray the 
second objective—maintenance of this condition. 

The primary goal in hyperthyroidism is to effect 
normalcy. This can best be accomplished with an anti- 
thyroid drug. The other sprouts at the bottom of the 
trunk illustrate other initial approaches such as stable 
iodine or radioiodine without preparation, both of 
which in my opinion are less satisfactory. 

lodine alone can control hyperthyroidism partially, 
but why control partially when we can control com- 
pletely with other medications? There are many sur- 
gical clinics that still use iodine to prepare patients 
for operation, and results are usually satisfactory. I 
do not subscribe to this policy for two reasons. First, 
there is no need for haste in preparing a patient for 
surgery, and I see no necessity to temporize with an 
inferior method if complete control can be safely ef- 
fected with a better one. The second and most impor- 
tant reason for my objection to iodine preparation is 
based on the fact that most patients who respond well 
to iodine are those with mild disease and a small thy- 
roid gland. These are the patients who do very well on 
long-continued antithyroid drugs, with a very high 
probability of a permanent remission of their disease 
when the drug is withdrawn. Thus, I suspect that many 
of these patients who are well controlled for surgery 
with iodine should better have had antithyroid drugs. 

When the patient is well controlled, we can go to 
the limbs of the tree. If the patient fits in the proper age 
group he can be given radioiodine. As I mentioned 
previously, this may be given without any preparation. 
However, this practice should be avoided because the 
rapid release of thyroid hormone is dangerous in the 
thyrocardiac and may cause problems in the elderly 
patient or in one who has complicating disease. Even 
in the young healthy person with severe disease, such 
treatment may cause sharp exacerbation of symptoms. 
Thus it is best, on the whole, to obtain complete or 
at least partial control of the disease before radio- 
iodine is given. 

The second method of maintaining euthyroidism 
is to give iodine and then perform surgery. This is a 
very satisfactory method of treatment and it has been 
greatly facilitated by better preparation of the patient 
by means of antithyroid drugs. 

The third definitive method rests in the continua- 
tion of an antithyroid drug for 12 to 15 months after 
which it can gradually be withdrawn with the hope of 


attaining permanent remission. 


Remaining Mysteries 


Narration of these tremendous advances tends to 
encourage a sense of complacency regarding our com- 
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petence in dealing with the thyroid gland, and it is 
well to keep in mind that there are many thyroid dis- 
orders that still remain a mystery. These include 
acute or subacute thyroiditis, Hashimoto’s struma and 


. Riedel’s struma, even simple goiter. 


Figure 6 illustrates still another mystery. This pa- 
tient has what is called malignant or progressive 
exophthalmos which involves proptosis of the eyes, 
or ophthalmoplegia or a combination of the two. This 
condition occurs in patients with normal thyroid 
function, those with hyperthyroidism and rarely in 
those with myxedema. It is especially likely to occur 
after treatment of hyperthyroidism, particularly when 
such treatment involves removal of the gland surgically 
or radiotherapeutically. 

There is no real knowledge of the cause of this con- 
dition. On the basis of many bits of indirect evidence, 
it is presumed to be due to a pituitary hormone sim- 
ilar to, if not identical with, thyroid-stimulating hor- 
mone. It is most likely to occur when there are rapid 
changes in circulating hormone or when there is re- 
moval of thyroid tissue. 

As is true in most unknown conditions, treatment 
of malignant exophthalmos is entirely unsatisfactory. 
Prevention requires care in avoiding excessive suppres- 
sion of thyroid function, and restraint in removing 
thyroid tissue. Severe cases may require surgical de- 
compression of the orbit. Very little can be done for 
the majority of these patients. While the challenge of 
this perplexing condition exists, there can be no 
complacency regarding our current knowledge of the 
thyroid and its disorders. 


Figure 6. Malignant (progressive) exophthalmos. 
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Emotional reactions to surgery include not only realistic fears. 
but also specific disturbances that arise 

out of the patient’s personality structure. 

Fantasies may concern the involved organ, the anesthesia 
and the operation. The psychodynamic mechanisms 

include fear of abandonment; the consolidation of guilt 
with the expectation of punishment; fear of death; 

loss of gratification of disability; the undermining 

of habitual patterns, and the stimulation of sexual conflicts 
in genital operations. After the operation, 

recovery may depend on recognition of these reactions. 


Emotional Reactions to Surgical Procedures 


NORMAN CHIVERS, M.D. AND THEODORE L. DORPAT, M.D. 


The Department of Psychiatry, University of Washington School of Medicine, 


and the Community Psychiatric Clinic for Adults, 
Seattle, Washington. 


EMOTIONAL REACTIONS to surgical procedures range 
from mild apprehension to psychotic disintegration. 
Physicians have tended to regard them in a common- 
sense sort of way, feeling that operations are un- 
derstandably stressful to the organism and that the 
individual’s tolerance is variable according to his 
personality structure. This attitude is comparable to 
one prevailing in the military service regarding men 
in combat—that every man has his “breaking-point.” 


The Literature 


The mental state of the adult patient facing surgery 
has been emphasized to the extent that anxiety and 
fragile personality organization are cited as morbid 
factors influencing the outcome of operations. Warn- 
ings have been offered that elective surgery should be 
deferred or avoided in the emotionally disturbed pa- 
tient. However, very few articles have discussed specific 
psychodynamic reactions. 

Until the 1940’s there was virtually nothing in the 
literature about surgery in children. Operations in 
childhood were regarded in the same light as the com- 
mon communicable diseases. They were thought to 
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be unavoidable hazards in the: growing-up process. 
During the last several years, however, interest in the 
emotional experiences of children undergoing surgery 
is reflected in some excellent studies. 

It is our intention to cite examples that illustrate 
the specificity of emotional reactions to surgery. 
Factors such as the symbolic meaning, timing in 
the patient’s life and peculiar misconceptions of the 
operative effects may be of much greater significance 
than the seriousness of the procedure. Recognition 
of specific reactions may allow effective use of simple 
psychotherapeutic techniques. For the purpose of 
this study, the general psychophysiologic stresses of 
surgery are taken for granted and not discussed. 


Separation Anxiety 


The intense fear of abandonment in very small 
children is well known. Yet it is remarkable how many 
hospitals forbid or discourage visiting by parents. 
The child who is apparently tractable in the hospital 
may have prolonged symptoms such as night terrors, 
dependency reaction, negativism and fear of strangers 
following his return home. Lying to children about 
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hospitalization or surgery may have destructive or 
disillusioning effects. Children facing surgery are 
told such things as that they are going to the circus, 
or that they are going to win prizes at a party. The 
physician has an obligation to encourage honesty from 
parents under these circumstances and to be forth- 
right and consistent himself. One study showed that 
children who remained free of emotional difficulties 
after operations had been told the reason for the 
operation and how it was to be performed. Familiar 

rsons such as the mother should be there when 
the child wakes up. Children under 3 years of age 
have such poor tolerance of abandonment that it has 
been suggested that elective operations not be per- 
formed in this age period. 

In adults separation anxiety is often disguised. It 
might be suspected when there appears to be excessive 
concern over the welfare of the members of one’s 
family during absence from them. ‘Talking out” of 
feelings can be adequately reassuring in many cases. 


The Expectation of Punishment 


“What have I done to deserve this?” is a common 
cry when illness strikes. In children the expectation 
of punishment is literal. 

Case 1. An 8-year-old boy in the hospital for re- 
pair of a congenital hernia revealed elaborate fantasies 
of mutilations such as wild shootings, losing teeth, 
smashing fingers and inquiries as to the location of 
the morgue, “where they cut off heads of dead people.” 
When the intern was performing the preoperative 
examination the patient asked if it was being done 
because he played with himself. 

Even in this enlightened age, sexual problems in 
children tend to be overlooked. Four- and 5-year- 
old children may have similar fantasies, so that the 
surgery consolidates guilt, fears and distortions that 
may endure into adult life. 


The Fear of Death 


Where surgery involves threat to survival it is 
expected that patients will fear death. However, the 
meaning any particular operation has for the patient 
may incite morbid apprehension. Certain organs have 
high symbolic significance with regard to life and death, 
quite aside from the realistic dangers of an operation 
on the organ. The outstanding example is the heart. 
In a study of patients undergoing mitral commis- 
surotomy it was found that a high proportion showed 
emergency defenses of immobilization, hysterical 
amnesia, excitement or maniacal behavior just prior 
to surgery. 
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Knowledge of, or identification with, someone who 
has died following an operation may lead to undue 
anxiety. Children have been known to become fran- 
tically disturbed at the prospect of a minor operation, 
after overhearing adults discuss the death of a relative 
in the hospital. 

Case 2. A 26-year-old woman who had shown con- 
version reactions in times of stress developed menstrual 
irregularity following the birth of a child. Investigation 
of this symptom was suggested. The patient im- 
mediately became obsessed with the fear that she had 
cancer and would die of it, as had an aunt to whom 
she had been very close. She suffered anxiety attacks 
and gastrointestinal disturbances. Following biopsy, 
unqualified reassurance resulted in subsidence of her 
symptoms. 


The Loss of Secondary Gain 


The prospect of successful surgery may threaten 
the financial and emotional rewards, or “secondary 
gains,” of a disability, and thus evoke anxiety. The 
problems stirred up by pensions, workmen’s com- 
pensation and pending lawsuits are too well-known 
to merit discussion here. There seems to be general 
agreement that early decisive settlement and payment 
facilitates good surgical results and rehabilitation. 

Case 3. A 12-year-old girl had been born with a 
vestigial hand growing from the right shoulder. The 
parents were elated when able to secure its removal and 
replacement by a satisfactory prosthesis. To their as- 
tonishment, their daughter, who had passively accepted 
the operation, became severely depressed. Investigation 
revealed that her whole life had centered around her 
unique disability. She had obtained extraordinary 
gratifications in attention, sympathy and solicitude. 
In a sense, she had to begin growing up again. 

A second instance in this category also demonstrates 
the gratification from an old disability. 

Case 4. A 53-year-old man with mitral stenosis and 
early cardiac decompensation became acutely anxious 
and overactive when mitral commissurotomy was rec- 
ommended. For a time his demands for removal of his 
teeth delayed the operation. When the date again drew 
near, he suddenly accused his physician of “‘pressur- 
ing” him into surgery. He finally refused to go through 
with it. Interviews revealed that he had always had 
strong needs to be cared for, but these needs were un- 
acceptable to him. He denied them through vigorous 
overactivity of a pseudomasculine type. He had 
divorced his wife when he felt his sexual potency to be 
waning. His disability due to his heart condition was 
disproportionate. He attached himself to friends and 
relatives, and lived a passive and unproductive life. He 
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appeared to derive much satisfaction out of his de- 
pendent relationships. Illness afforded him a com- 
promise. Being sick, he no longer had to prove himself a 
man. Surgery posed a real danger, but paradoxically, 
the prospect of cure was more threatening. 


Interference With Key Personality Defenses 


The real or fantasied threats of surgery may under- 
mine habitual patterns of behavior and defenses neces- 
sary for the individual’s security. 

Case 5. A hard-working laborer who was inordinate- 
ly proud of his musculature and physical performance 
underwent a thoracoplasty for pulmonary fibrosis. 
After surgery he became anxious and stated he was 
unable to work, although his medical evaluation of 
pulmonary function indicated only moderate impair- 
ment. His content of thought was paranoid. He said, 
“I take no guff from anyone. No one ever accused me 
of not working hard. I’d work the tail off anyone.” 
Psychiatric study showed him to be a borderline 
schizophrenic with pervasive uncertainty about his 
masculinity. His pseudomasculine defense of over- 
emphasis on physical performance and strength was 
abruptly removed when he became only mildly in- 
capacitated by surgery. 

Case 6. A 35-year-old man developed a panic state 
when being prepared for hemorrhoidectomy. Inter- 
views revealed that an intense latent homosexual con- 
flict had been stimulated by the prospect of anal 
surgery. 

Case 7. More complex is the case of a 60-year-old 
man who developed a psychotic depression following 
surgery for a malignancy of the rectum. He was an 
orderly, precise and very proper person who found the 
colostomy unacceptable. He felt dirty, unwanted and 
embarrassed in the presence of others. Inability to 
control his bowel movements overwhelmed him with 
shame. 

Psychiatric investigation revealed other deter- 
minants of the depression. Several months before 
surgery he had lost $2000.00 of the family savings in a 
speculative investment. Later he viewed the illness and 
the operation as punishment for misusing the money. 
Another notable feature of his personality was his 
dedication to work and to service for others. He 
held two jobs and took particular pride in providing 
others with gifts from his earnings. This disability was 
a sudden interference with this dedicated behavior. 
His self-esteem was shattered by the loss of his habitual 
modes of obtaining security and approval. The pro- 
longed inactivity and guilt over the loss of family 
savings fostered his depressive ruminations over what 
he felt to be his objectionable condition. 
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Stimulation of Sexual Conflicts Due to Genitg 
Operations 


Men confronted with even minor surgery in the 
genito-urinary region, such as a herniorrhapliy, often 
develop anxiety over anticipated loss of potency or 
sexual desire. 

Case 8. Prior to prostatic surgery, a 53-year-old 
male anticipated loss of potency and sexual desire. He 
was not told what to expect and he did not ask the 
surgeon. Postoperatively he became depressed, fatigued 
and impotent. There was no structural cause for the 
sexual failure. His unrealistic ideas about the damag- 
ing effects of the surgery and related fears of advancing 
age were clarified with forthright explanation and re- 
assurance. This served adequately to deal with the 
immediate depression. A longer period of psycho- 
therapy led to a partial resolution of the impotence 
problem. 

Vasectomy is a minor surgical procedure only tech- 
nically. Profound emotional disturbances and marital 
upheavals may follow this simple procedure. An 
attempt to find out all the reasons for the patient’s re- 
quest for the operation and his concept of the sub- 
sequent effects is imperative. 

In women too, gynecologic surgery may have serious 
pyschiatric consequences. In a psychiatric study of 
over 400 women following hysterectomy, Lindemann 
found that 40 per cent became depressed during the 
first postoperative year. Surgery of the reproductive 
areas may signify loss of their ability to bear children, 
even when the surgery itself may not be so extensive 
as to cause sterility. Frequently they feel their desira- 
bility as a woman is undermined by surgery. 

Case 9. A 36-year-old divorced private secretary 
developed a severe depressive reaction following a 
hysterectomy for fibroids. When seen in psychiatric 
consultation she had been unemployed for four months 
and completely incapacitated by multiple somatic 
complaints, obsessive thoughts and despondency. She 
believed that her life as a woman was over, that she 
would age prematurely, become wrinkled and un- 
attractive so that men would have nothing to do with 
her. It was found that at no time had she been given 
any information about the effects of the surgery. She 
responded rapidly to a few interviews that clarified 
her misconceptions and reassured her that she was 
able to return to work and social life with her previous 
energy and enthusiasm. 


Postoperative Deliria and Psychoses 


The psychiatrist answering hospital consultations 
frequently discovers that a postoperative delirium 
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has been misdiagnosed as a major psychosis such as 
schizophrenia or mania. Abnormalities of behavior 
and thinking in the postoperative period are frequently 
caused by impairment of brain function. The patient 
recovers when the physiologic disturbance is cor- 
rected. Postoperative behavior featuring restlessness 
and fear, disturbances of orientation and memory, 
hallucinations and illusions warrants immediate in- 
vestigation for such possible factors as infection, drug 
toxicity and fluid or electrolyte imbalance. Almost 
diagnostic of delirium is a fluctuation in the level of 
awareness. This may come to light through receiving 
contradictory reports of the patient’s mental condition 
from nurses or the resident staff that visit the patient 
at different times. 

Sometimes, however, a postoperative panic state or 
even a major psychosis can closely simulate a delirium. 
Patients with relatively benign postoperative panic 
states were described by Cobb and McDermott. It 
was found that these persons were all foreign born 
who had serious language difficulty. The hospital 
environment was unfamiliar and bewildering to them. 
They were confused and reacted poorly to sedation. 
All recovered in from one to several weeks with simple 
treatment methods. 

Case 10. A 52-year-old chauffeur was admitted to 
the hospital in an excited and hallucinatory state 
three weeks after a cholecystectomy at another hospital. 
Disorientation, persecutory delusions and hallucina- 
tions had been first noted five days after surgery. He 
had a renal infection and his temperature rose to 
103° F. With this he became incontinent and re- 
gressed to the extent of smearing his feces. He saw 
his mother on the wall and hallucinatory voices ac- 
cused him of sexual activities with her. Outside in- 
formation revealed that he was a shy, solitary man who 
had never married and had nearly always lived with 
his mother. He was well-liked by fellow workers but 
was teased for being a “‘mama’s boy” and “tied to 
mama’s apron strings.’ There was no other history 
of abnormal behavior or psychosis. 

Oxytetracycline and chlorpromazine successfully 
eliminated the infection and excitement, but the pa- 
tient then exhibited a psychotic depressive state. He 
was profoundly dejected and so retarded that his 
speech was nearly inaudible. He was convinced that 


his physicians were debating the merits of various 


tortures with which to slowly kill him. He responded 
dramatically to a series of electric shock treatments, 
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regaining his normal state of a passively friendly, 
likeable person. During the later stages of his treat- 
ment he revealed the gradual onset of the psychosis 
before surgery. He related the sequence of mounting 
anxiety and suspiciousness before surgery culminating 
in the delusion that his doctor was a Communist. Fol- 
lowing the surgery he emerged from the anesthesia 
seeing symbols of “Good” and “Evil” suspended in 
the air. None of this symptomatology was revealed 
to anyone before surgery. 

Two months after recovery from the psychosis he 
went through a nephrectomy, for which he was well 
prepared by his therapist, with only mild symptoms 
of anxiety and depression. 


Comment 


The foregoing case illustrations point out the fre- 
quency of irrational fears and reactions to the surgical 
experience. These reactions are frequently specific 
and depend on the manner in which patients uncon- 
sciously as well as consciously view the operation. 
Brief interviews based on a general knowledge of the 
common psychologic reactions recounted in this paper 
are often sufficient to prevent serious psychiatric 
disorders and to effectively manage the less severe 
reactions. For example, in a general way morbid 
introspection and apprehension can often be reduced 
by giving a forthright explanation of the whole surgical 
sequence. 

It is ordinarily possible to describe the extent and 
consequences of surgery in realistically optimistic 
terms. Encouragement of spontaneous verbalization 
of fears and ideas by the patient facilitates appropriate 
reassurance. The patient’s fantasies may have little 
relation to the actual risks of the procedure. 

Consideration should be given to maintaining the 
patient’s ties with his home and family. Children are 
more secure when they can keep favorite toys with 
them in the hospital. A key member of the family may 
be present following the operation. 

Careful differential diagnosis of postoperative dis- 
turbances is imperative. Often judgment is biased 
toward diagnosis on an “organic” or on a “func- 
tional” basis. One may mimic the other or both may be 
present. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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In piscussING the management of hemiplegia, we are 
excluding from consideration the predominantly surgi- 
cal problems of treatment of brain tumor, abscess, sub- 
dural hematoma and subarachnoid hemorrhage. We 
wish to concentrate on the medical and rehabilitative 
aspects of the cerebral vascular accident, which is the 
commonest cause of hemiplegia in the middle-aged 
and the elderiy. 

The presenting picture of the patient with a recent 
cerebral vascular accident varies widely from the sud- 
den onset of profound coma, often with vascular col- 
lapse, of massive intracerebral hemorrhage, to the 
gradual onset, often with premonitory symptoms, of 
cerebral thrombosis. Proper initial management will 
vary widely in accordance with the picture, and will 
not be discussed here. This article is concerned with 
(1) the treatment of those underlying disorders that 
contribute to or cause the hemiplegia; (2) the pre- 
vention and management of ensuing complications of 
the hemiplegia; and (3) the technique of applying 
principles of rehabilitation to the patient. 


The Vascular and Cardiac Background of Hemiplegia 


Intracerebral arterial thrombosis and hemorrhage 
are commonly associated with atherosclerosis or hyper- 
fension. In our present knowledge of treatment of 
atherosclerosis, little help can be given the patient 
with an established central nervous system defect 
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caused by vascular occlusion. However, in obese in- 
dividuals the low fat diet may serve the additional 
purpose of reducing weight, thus easing the physical 
problems of rehabilitation efforts. Nicotinic acid (100 
mg, t.i.d.) has long been favored as a cerebral “‘vaso- 
dilator,” in spite of there being no evidence indicative 
of such effect, and, more recently, its use in massive 
doses (3.0 to 6.0 Gm. per day) to reduce serum 
cholesterol has been mentioned. 

Transient and recurrent neurologic deficits are 
often seen in cerebral atherosclerosis. In some of these 
patients, arterial “spasm” has been postulated; in 
many, a careful search has revealed a cause of re- 
peated temporary reduction in quantity of blood or of 
the essential metabolites (e.g., dextrose) in the blood 
flowing through a narrowed vessel. In this category 
of causes are myocardial infarction, recurrent occult 
hemorrhage (from the gastrointestinal tract particu- 
larly), insulin shock, excessive doses of antihyperten- 
sive drugs, postural hypotension, congestive heart 
failure, pulmonary embolism, overdose of sedatives, 
and primary reduction in cardiac output caused by 
episodes of paroxysmal tachycardia or of recurrent 
heart block (sometimes due to hypersensitivity of the 
carotid sinus) with extreme slowing of the ventricular 
rate. Appropriate management wil be suggested by 
discovering the cause. 

If recurrent “strokes” appear to be the result of 
atherosclerosis with intermittent vascular occlusion, the 
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long-term administration of anticoagulants may be in 
order. 

Hypertension is often a problem. In the early phases 
of treatment, the development of extremely high levels 
of blood pressure may be encountered, and control 
may be attempted by the parenteral administration of 
hydergine or reserpine. During convalescence, oral 
hypotensive agents may be used. Sudden drops in 
blood pressure must be avoided, because of the danger 
of reduction of flow through certain cerebral arteries. 
Therefore, the potent ganglionic blockaders must be 
used with caution. 

Cerebral embolism may occur as a complication of 
atherosclerosis, mitral stenosis, myocardial infarction, 
and cardiac arrhythmias. Septic emboli may occur in 
bacterial endocarditis and in pulmonary abscess, and 
neoplastic emboli may occur from various primary sites. 

Of chief interest from the standpoint of a correctable 
lesion is mitral stenosis. A cerebral embolism in an 
otherwise acceptable candidate is an indication for 
mitral commissurotomy, so a search for this cardiac 
lesion should be made. Paroxysmal atrial fibrillation 
in association with mitral stenosis (and rarely without 
it) may permit formation of emboli in the atrium, in 
which case control of the arrhythmia, or appropriate 
surgical correction, should be attempted. 

During the first week after myocardial infarction, 
arterial embolization from a mural thrombus may occur. 
This cause of hemiplegia (if the embolus goes to the 
brain) is best prevented by adequate use of anticoagu- 
lants; it.is mentioned here primarily as a reminder 
that this etiology should be considered. 


Complications of Hemiplegia. 


The medical complications of hemiplegia involve the 
cardiovascular, pulmonary, and gastrointestinal sys- 
tems, the urinary tract, and the skin. 

Congestive heart failure may antedate the neurologic 
episode in hypertensive, arteriosclerotic, or valvular 
heart disease, or it may develop during or after the 
acute episode. For the unconscious or aphasic patient, 
concentration on the signs of congestive failure rather 
than on the symptoms is necessary. The objective 
findings of heart failure should be reviewed: rales of 
pulmonary edema in the dependent portions of the 
lungs, enlargement of the heart, pathologic murmurs, 
increasing intensity of the second pulmonary sound, 
gallop rhythm, increase in systemic venous pressure, 
enlargement and tenderness of the liver, and periph- 
eral edema (particularly sacral edema in the bedfast 
patient). The usual treatment includes restriction of 
sodium intake and the use of digitalis preparations and 
diuretics. 
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Pneumonia, particularly bronchopneumoniia, js 
common complication, for which the imporiunt pre- 
disposing factors are inadequate ventilation of depend. 
ent portions of the lungs, pulmonary congestion, and 
depression of the cough reflex. Atelectasis may be pre- 
liminary to development of infection. Preventive meas. 
ures include CO; inhalation in the unconscious patient 
or supervised deep breathing exercises and forced 
coughing in the cooperative patient, to increase ventj- 
lation of the dependent alveoli. Changing the position 
of the patient will limit the duration of dependence 
of any portion of the lungs. The mechanical aspirator 
may be helpful in preventing aspiration of secretions, 

If atelectasis occurs, or if secretions accumulate, 
bronchoscopy may be lifesaving. Tracheostomy may 
have to be considered, and if considered, should al- 
most certainly be performed. A trained nurse can 
effectively aspirate the tracheobronchial tree through 
an established tracheostomy. If secretions are tena- 
cious, humidification of air or oxygen inspired through 
the tracheostomy may easily be accomplished. 

Persistent cyanosis in the presence of adequate cir- 
culation suggests either collapse of a portion of the 
lung or infection, and then oxygen and appropriate 
measures for aspiration are indicated. 

Prophylactic use of antibiotics is contraindicated in 
this age of resistant bacteria. In fact, a recent report 
suggests a higher mortality in the unconscious patient 
when such treatment is instituted. If pneumonia occurs, 
a bacteriologic diagnosis preferably should precede 
specific therapy. 

Pulmonary embolism is usually secondary to phlebo- 
thrombosis or thrombophlebitis of the veins of the 
legs. This complication may be avoided if early ambu- 
lation is possible. Failing this, efforts should be made 
to minimize venous stasis by periodic elevation of the 
legs, active and passive motion of the legs, and careful 
wrapping of the legs with elastic bandages. If phlebo- 
thrombosis is suggested by unilateral swelling of the 
leg, by dilatation of superficial veins, by calf tenderness, 
or by a positive Homans’ sign, anticoagulants should 
be given unless they are contraindicated by the intra- 
cranial process. If pulmonary embolism occurs (mani- 
fested by chest pain, cough, hemoptysis, pleural fric- 
tion rubs, and elevation of temperature, pulse and 
respiration) anticoagulants should be used if possible, 
or surgical interruption of the venous channels may be 
considered. 

Gastrointestinal complications of the acutely ill pa- 
tient with a cerebral vascular accident are related to 
difficulty in swallowing and to maintaining good nutri- 
tion, hydration, and to control of the bowels. Since 
hazard of aspiration of food into the tracheobronchial 
tree is great, feeding through a nasogastric tube is ad- 
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yisable, and the small plastic tubes now available are 
Jess irritating to the nasopharynx and less annoying 
to the patient. Modern powdered foods permit ad- 
ministration of adequate calories and proportions of 
protein. Lack of the necessary roughage, however, 
contributes to constipation. So, the lower bowel must 
be watched to prevent accumulation of inspissated 
stool. Diarrhea may actually be the result of fecal im- 
paction with passage of liquid stool through the colon 
lined with feces. Enemas or the judicious use of laxa- 
tives may prevent impactions. If one occurs, digital re- 
moval may be needed if oil retention enemas followed 
by simple enemas are not effective. 

General body hydration must be watched carefully. 
Fever or high environmental temperatures may increase 
insensible water loss and water lost through sweating. 
Proper hydration is best determined by measurement 
of urinary output, but the possibility of pre-existing 
renal damage resulting in poor concentrating power 
and obligatory polyuria must be considered. There- 
fore, ideal outputs may vary from one to three liters. 
Determination of urine specific gravity and of blood 
urea nitrogen will serve as useful guides in manage- 
ment. 

Urinary tract problems of hemiplegia are not infre- 
quent. Early in the illness, the patient may be unable 
to void, so catheter drainage may be necessary, and 
later, incontinence of urine due to lack of voluntary 
control may necessitate its continuance. If use of the 
catheter seems likely to continue for more than three 
or four weeks, suprapubic cystostomy may be pre- 
ferred in the male because of the danger of urethral 
abscess or prostatitis. In the male, if incontinence is the 
only problem, and the patient is emptying his bladder 
satisfactorily, good hygiene may be obtained by the 
use of a Penrose drain attached to the penis. If cathe- 
terization or suprapubic cystostomy is required, the 
hazard of infection is sufficient to warrant prophylactic 
administration of a soluble sulfonamide drug or of 
mandelamine. This procedure is no substitute for strict 
aseptic technique. 

More serious infection of the urinary tract may be 
anticipated if abnormalities causing slowing of urine 
flow are present. The development of pyelonephritis is 
suggested by high fever, chills, loin pain, and the 
presence of pus and bacteria in the urine, although the 
picture is seldom this complete. Fever may be the only 
finding at the bedside. Urine culture, repeated if the 
results are doubtfully significant, through a fresh 
catheter, and testing the bacteria for antibiotic sensi- 
tivities should precede specific therapy. 

The skin is the site of one of the most difficult com- 
plications of hemiplegia—the ‘bed sore.” Pressure 
necrosis of the skin may be the result of prolonged bed 
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rest lacking adequate prophylactic measures, partic- 
ularly in patients having bony prominences. The es- 
sential maintenance of cleanliness and dryness of the 
intact skin is often hampered by incontinence of urine 
and feces. Prophylactic measures include changing the 
patient’s position in bed, from side to side and from 
supine to prone. Early detection of danger areas— 
skin red from irritation against sheets, wet from soil- 
ing, or overly dry and cracked from too little oil— 
should lead to further care. Rubber rings, and other 
devices such as the alternating pressure mattress, may 
be used to lessen local pressure, but reliance should 
not be placed in these aids to the exclusion of other 
procedures. Gentle cleansing of danger areas with a 
nonirritating soap or soap substitute may be followed 
by applications of powder or oil, whichever is appro- 
priate. Protective creams containing silicone are now 
being used. 

Treatment of an established bedsore is a problem. 
Avoiding pressure is undoubtedly essential. Gentle 
cleansing with saline compresses is preferred over 
more vigorous measures, including topical ointments, 
antibacterial or not, and germicidal solutions. The 
patient’s general nutritional status must be maintained 
or improved, since anemia and hypoproteinemia con- 
tribute to chronicity. Vitamin supplements are neces- 
sary. Active and passive motion of the involved area 
helps to prevent stasis. Heat and sunlight, though 
time-honored, are often demonstrably harmful. Oc- 
casionally the loss of protein from the ulcer creates 
an insurmountable problem in improving nutrition and 
starting rehabilitation efforts. Surgical excision of the 
ulcer, and pedicle flaps may be the turning point in 
such cases. 

Psychologic problems are frequent in this group of 
patients. Aphasia in itself may be terribly frustrating, 
and the motor defects imposed on the patient intensify 
his concern for maintaining personal identity. Brain 
damage often accompanies the motor impairment, and 
in some patients this may lighten the burden of con- 
cern. An understanding of the considerable threat that 
hemiplegia represents to the patient is basic for the 
physician, who should immediately try to anticipate 
the unexpressed questions with appropriate reassur- 
ance and support. 

The members of the family, too, are in need of con- 
sideration. An honest but not gloomy appraisal of 
chances for survival, for physical recovery and for in- 
tellectual recovery should be offered. Changes in the 
patient’s personality may be very distressing to those 
close to him, particularly when socially unacceptable 
behavior problems appear. The expectation of recovery 
as being gradual should be explained, and the time 
limit for improvement should be made as generous as 
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reasonable (at least three months) in order to establish 
in the family an understanding of the nature of the 
problem. 

The chief threat to both patient and family, that of 
chronic hopeless invalidism, is best met by the earliest 
possible start of a physical rehabilitation program. 


Rehabilitation of the Hemiplegic 


Rehabilitation of a patient with hemiplegia of vascu- 
lar origin should begin immediately. The patient who 
has undergone this central nervous system shock is 
not physically up to an active program of occupational, 
physical and speech therapies at the beginning, but 
from the onset, the physician should be alert to the 
possibilities of eventual restoration of many activities, 
and the nursing staff and family should be brought into 
the picture with a hopefully optimistic outlook toward 
recovery. 

Initially, it is almost impossible to differentiate one 
patient from another, i.e., to predict which one will go 
on to almost complete recovery and which one is 
destined to remain a severely disabled patient for life. 
Every patient, therefore, must be treated as though he 
will go on to nearly complete recovery, so that sec- 
ondary deformities will not develop which may prove 
more disabling than the disease itself. 

All concerned in the care of the patient should be 
careful in what is said and in attitudes expressed in 
the presence of the patient, even when he appears 
unable to comprehend their meaning. A patient with 
a temporary expressive aphasia may well be able to 
understand everything that is said in his environment 
and may find thoughtless statements of those in at- 
tendance a source of great concern. 


Earty Care 


The flexor muscles of most joints are stronger than 
the extensor muscles, i.e., those that bend a joint are 
stronger than those that extend it. When these muscles 
receive involuntary activation as in the spastic hemi- 
plegic, flexion deformities are likely to develop. For 
this reason, from the very outset, it is important to 
observe careful positioning of the patient at all times. 
Unless medically contraindicated, the patient should 
be kept flat in bed with the hip and knee fully extended 
and some simple device for maintaining a neutral posi- 
tion of thigh rotation. Pillows and sandbags are effec- 
tive if watched closely. A posterior splint made of 
metal, plastic or plaster to which a cross bar can be 
attached will maintain this position with greater cer- 
tainty and less close supervision. The bed clothes 
should not be allowed to rest on the foot, and the 
ankle should be held in 90° of dorsiflexion by any of 
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the above-mentioned devices. These relation )ips be. 
tween the trunk and lower extremities should be main. 
tained for almost all of the 24 hours of the day, even 
when the patient is turned from side to side or made 
to lie on his abdomen. 

It is more difficult to maintain the upper extremity 
in the best possible position to limit contractures, but 
if one visualizes the contraction deformity that de- 
velops in the unattended case, namely the clenched 
fist, flexed wrist, flexed elbow and flexed shoulder with 
internal rotation of the humerus, it is apparent that 
each of these contractures must be avoided. Even in 
the flaccid paralysis of the first few days, careful in- 
struction should be given to those in attendance re- 
garding passive exercising of the arm through: its nor- 
mal range of motion. It is not sufficient to exercise one 
joint at a time. All of the joints crossed by the tendons 
of a given flexor muscle must be stretched into full 
extension simultaneously, if contracture of that muscle 
is not to develop. For example, the thumb and fingers 
must be stretched into full extension, with the wrist 
in a position of extension. Such a program cannot be 
repeated too frequently in the course of a day. Any 
figure, therefore, must be merely an expression of per- 
sonal opinion, but probably it should be done at least 
three or four times in a 24-hour period. A wrist ex- 
tension splint fixing the fingers in extension and the 
wrist in at least a neutral position is usually desirable 
at night and when not undergoing exercises. Where 
its use leads to dependence upon it as a substitute for 
passive exercises, however, the beneficial effect may 
be jost. Pillows placed in the axilla will help to hold the 
humerus in abduction and may be used also to prevent 
internal rotation contractures. The patient should be 
turned from side to side regularly every two hours. 

As soon as practical, the patient should be placed 
in a sitting position for gradually increasing periods 
several times a day. In many instances, clearing of the 
intellect may develop concurrently with such periods 
and muscle power which was unnoticed when the pa- 
tient was in the supine position may be observed. The 
same care given to a patient in bed should be followed 
when sitting. Pressure points will be different. There 
will be the additional problem of possible subluxation 
of the humerus, so that the elbow should be supported 
either on the arm of the chair or with a sling. Having 
the patient in a sitting position will help prevent some 
of the medical complications of bed rest. If the bed 
mattress is the same level as the chair seat, the problem 
of lifting the patient either in transferring to the chair 
or back into bed will be minimized. In order to hold 
the patient in the chair, individual leg ties to the legs 
of the chair are more effective than a single tie around 
the waist. 
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STANDING AND AMBULATION 


An extension of the above reasoning dictates that 
the sooner the patient can be brought into the standing 
position, the better the physiologic return to normal. 
This may be accomplished on a tilting bed or on a 
tilt board or on plywood to which the patient may be 
strapped in papoose fashion even when a flaccid paraly- 
sis exists. Careful observation of the effects of this 
procedure on cerebral blood flow will determine just 
how long it is safe to keep the patient erect. A few 
seconds will suffice at first. Two attendants can usually 
hold a hemiplegic individual upright for brief periods 
without any additional support. 

Temporary splinting of the knee with any available 
bracing material will allow most patients to stand con- 
siderably before sufficient voluntary strength has re- 
turned to the muscles of the affected side. Most hemi- 
plegic patients will require some bracing of the affected 
side during their recovery. Against the cost of the 
brace must be weighed the money saved in accelerating 
the period of convalescence and rehabilitation. 

The ankle will need support most frequently. This 
support should be designed to overcome inversion or 
eversion and plantar flexion. When the toe drops, the 
patient involuntarily learns to walk with a circumducted 
or steppage gait, either of which is physiologically ex- 
pensive of energy and makes for instability. A brace 
that holds the foot at a 90° angle not only helps the 
patient avoid tripping, but reduces the amount of 
ankle clonus which may develop. When the heel 
strikes prior to the rest of the foot, usually ankle clonus 
can be broken through even in those patients where it 
exists to a marked degree. A coil spring wire brace 
may be sufficient to overcome the plantar flexion of the 
foot in those instances where ankle stability is satis- 
factory so far as inversion or eversion is concerned. 
The majority require heavier bracing. Some patients 
will be benefited by including a brace above the knee 
which may be locked with the knee in extension as an 
aid to early ambulation. And a few will require a brace 
including even the trunk, with a lock at the hip. There 
is usually considerable resistance on the part of the 
patients and their families to the suggestion of bracing. 
However, since the braces are usually temporary, this 
can be overcome by the physician’s explanation of the 
fact that they will be reduced or eliminated as soon as 
practical. 

The exact component parts are not essential. Indi- 
vidual preferences as to the material used, the types of 
hinges and locks and straps are permissible. The brace 
should be light in weight and should be easily applied, 
preferably with one hand. In almost all instances, it 
may be attached to a low top shoe which can be kept 
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Figure 1. The mechanisms of body management must be relearned 
during rehabilitation. 


Figure 2. A “gadget board” for use in retraining patients with 
hemiplegia. 


laced if an elastic shoelace is employed. Lacing remains 
difficult for the hemiplegic patient to master for many 
weeks or months and may even be impossible at any 
time and, therefore, should be avoided. 


BLADDER REHABILITATION 


Rehabilitation of the urinary, bladder and sphincter 
muscles is an important part of the over-all program. 
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Early in the course of the illness an indwelling catheter 
may well be necessary. A small size catheter will pre- 
vent undue stretching of the sphincter. If the catheter 
has not been allowed to remain in place too long, the 
patient will be found to be continent when spasticity 
or voluntary muscle power returns. He may also be in- 
structed in voluntary exercises with the muscles of the 
floor of the perineum which will aid in restoration of 
sphincter tone. Early activation of the patient will 
lessen the necessity for prolonged use of the catheter 
in most cases. 


OTHER PuysicaL THERAPY PROCEDURES 


Pathologic reflexes may be employed as a means of 
initiating voluntary movement or providing active ex- 
ercise for the patient. This is a very useful method of 
involuntary exercising which is followed frequently by 
the ability to use voluntarily the muscles so stimulated. 
Active exercise in the final analysis is the only way by 
which muscles will be strengthened. Electric stimula- 
tion is another technique frequently employed early 
in the recovery phase whereby any comfortable current 
of sufficient intensity to produce contraction of the 
musculature is used for active contraction of affected 
muscles. It is wise to explain to the patient at the out- 
set this is a treatment procedure which is to be em- 
ployed for a matter of weeks to months only. In all 
probability it will produce greater contraction of the 
extensor muscles than the patient will ever regain 
voluntarily and it becomes a most difficult problem to 
wean the patient away from this type of treatment. Asa 
means of active exercise or muscle reeducation, it 
certainly has a valuable place in the treatment routine. 
Until muscles regain sufficient strength to operate 
against gravity it may be necessary to exercise with 
gravity eliminated by positioning each joint in such a 
fashion that this will be the case. Increasing muscle 
strength will permit greater resistance. First gravity 
may be employed and finally added weights, either in 
the form of the resistance of a therapist’s hands or of 
any mechanical object which may be suitably employed. 
Massage is useful in stimulating the circulation, but 
most time should be spent in active and passive exer- 
cises. 


ADAPTIVE DEVICES 


Many adaptive devices may be necessary in the home. 
A bar or trapeze above the bed will help in movement. 
A bar in the shower or tub or a hand grasp to permit 
easier access to the toilet seat may make the difference 
in using these facilities. If it becomes apparent that the 
patient will never progress beyond the wheel chair 
stage, then such things as width of doors, door sills 
and rugs will have to be considered on an individual 
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basis. Wherever possible, a railing should be placed 
on both sides of stairs to permit use of the good hand 
going in either direction. 


SPEECH THERAPY 


Thus far, we have avoided mention of speecli prob. 
lems. Where practical, a speech therapist should be 
employed, but for the most part, speech therapy will 
be done by the family, nursing service or other thera- 
pists. The most usual involvement is that of an ex- 
pressive aphasia. It is wise to take time to explain to 
the patient as clearly as possible the nature of the speech 
loss, together with the probability of return to at least 
a useful level. This complication remains the most difi- 
cult part of the disability for most patients to accept. 
Frequently an explanation of aphasia in terms of lapses 
of memory for common names or words will help in the 
acceptance. 

In attempts at speech rehabilitation every possible 
stimulus should be utilized. The patient should see 
the object being described, hear the word, see the 
written word, handle the object, if possible, and observe 
in a mirror both the therapist’s lip movments and his 
own movements. It may be possible to utilize the words 
of a song, hymn or nursery rhyme as a means of mak- 
ing the contact. This is one area where the constructive 
work of the patient’s family may be very beneficial 
and where they must be taken into confidence in order 
that their personal aggravations will not impede the 
patient’s willingness to practice. 


Famity PARTICIPATION 


This is a good point to reiterate the importance of 
working with the family in this particular disease. 
Their attitudes, their willingness to help the patient 
help himself and their cooperation will in large measure 
determine the ultimate outcome. They must make the 
patient do everything for himself that he can, even 
though it takes longer to do so. This is the only way 
that the patient will ever achieve a reasonable amount 
of independence. Many of the emotional complications 
encountered in this disease may be directly tied in with 
the willingness and insistence of the family to do too 
much for the patient, thereby permitting him to use 
his illness as an attention-getting device or for secondary 
gains of illness. 


MISCELLANEOUS OBSERVATIONS 


Most hemiplegics will find a wheel chair a valuable 
asset. The attachments necessary to this chair will 
depend largely upon the severity of the ultimate dis- 
ability. It may be used as a supportive device for 
ambulation training, although a fixed bar or railing is 
usually preferable to this until such time as the patient 
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is able to use a crutch or cane. These devices are to be 

preferred to a walker, the difficulty being that a pa- 
oo becomes easily habituated to the use of a walker, 
and it is difficult to progress from this stage to more 
independent ambulation. 

A frequent sequel of hemiplegia is a painful shoulder 
on the affected side. This usually follows the subluxa- 
tion of the humerus, contraction of flexor tendons and 
inactivity of the shoulder girdle. Once again, preven- 
tion of these complications is better than effecting relief 
afterward. However, when this pain occurs, it is usu- 
ally relieved by the application of almost any type of 
heat for relaxation of the muscles, followed by gentle, 
passive exercise through the range of motion. Simple 
analgesics or neuromuscular relaxing drugs frequently 
assist this process. The painful shoulder is not to be 
confused with thalamic pain developing in certain 
hemiplegic patients. In these cases the best relief seems 
to occur with increased activity of the affected side and 
passage of time. 


Acrivirtes OF DatLy LIVING 


It is advisable to explore in the case of each patient 
the activities of daily living (ADL) that can be accom- 
plished in order that those working with the patient 
may have a guide for the direction of their efforts and 
criteria for determining their achievement. Relying 
upon discussion with the patient or his family as towhat 
he can do may give a grossly distorted picture; the pa- 
tient feeling that he can do many things that he is unable 
todoand the family feeling that they must do everything 
for him. Therefore, some formalized type of ADL check 
sheet such as can be obtained from many rehabilitation 
centers is desirable. This should include all of the nor- 
mal toilet, dressing activities, feeding activities, as well 
as degrees of ambulation. Until these are mastered, it 
is hardly feasible to consider a rehabilitation program 
complete or the patient able to care for his own needs 
so that other members of the family may be freed to work 
or the patient to return to some type of remunerative 
employment. The patient will need a greater degree of 
dexterity with the unaffected hand, and in those cases 
where the dominance is on the side affected, it is im- 
portant that the patient start on activities such as 
writing with the nondominant side early in the re- 
habilitation program. 
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ComMuNITY RESOURCES 


Most hemiplegic patients will continue to be cared 
for at home. Many of the Visiting Nurse Societies have 
physical and occupational therapists and nurses trained 
to handle the hemiplegic at home. However, it would 
be an error to minimize the advantages to be gained 
from group therapy and the individual special skills of 
various members of a rehabilitation center. Inacces- 
sibility and cost may make these services unavailable 
to many patients. Whether at home or in a rehabilita- 
tion center, there is a great deal that unskilled or semi- 
skilled personnel can do with the patient to help him 
become more independent. 


DuRATION OF TREATMENT 


The patient should continue an exercise program at 
home indefinitely, and unless he has good return of 
function of the affected arm, passive stretching of this 
extremity on a less vigorous basis should be continued 
for the rest of his life. A 

Most of the improvement will occur in the first year. 
Additional gains will show themselves in the second and 
third years, so that one is justified in treating a patient 
for this period of time. His treatment should be inten- 
sive at first and then reduced gradually. Even patients 
who have been untreated for many years may respond 
to an intensive program. 

It has been our experience that if a patient fails to 
learn to walk in 60 days of intensive (full-time) train- 
ing, he will never learn to walk independently. This is 
measured from the time that intelligence has cleared 
enough to make cooperation possible. Exceptions to 
this rule appear and it is offered only as a suggestion 
so that optimism will not supersede logic. However, a 
patient confined to a wheel chair may be completely 
independent without being able to walk alone. 

In conclusion, rehabilitation goals must be indi- 
vidualized and realistic. For the family economic unit, 
it may be vitally important that a patient’s recovery 
be such that he can be cared for in only a few hours 
each day and left alone the remainder of the day or that 
he be made completely independent at home and others 
free to return to work. Life at this level is not so full 
as it was prior to the vascular accident, but it can be 
pleasant and purposeful. 


laced 

hand 
prob- 
ld be 
will 
hera- 
in to 
eech i 
least 

diffi- 
cept. 
pses a 
the 
sible 
| see 
the ‘ 
ve 
1 his 
ords 
nak- 
tive 
icial 
rder 

the 
e of 
ase. 
lent 
sure 

the 
ven 
way 
unt 
ons 
vith 

too 

use 
lary 

ible 
will 
dis- J 

for 
is 
ent 
119 


Idiopathic Hyperlipemia 


BoGGs AND HIS CO-woRKERS have described another 
family in which there was the unusual inborn error of 
metabolism, idiopathic hyperlipemia. This syndrome, 
transmitted as an autosomal recessive, is observed in 
children in the form of a triad—sporadic attacks of 
acute abdominal pain, a xanthomatous type of skin 
lesion and a fasting serum that is milky white. The 
appearance of the serum is due to an increase of its 
beta-lipoprotein content. The authors postulate that 
there is deficiency of an enzyme that is essential for 
conversion of beta-lipoproteins to alpha-lipoproteins. 

Clinically, the child with idiopathic hyperlipemia is 
likely to come to the attention of a physician because 
of attacks of abdominal pain. An attack is characterized 
by severe pain, extreme tenderness, rigidity of the ab- 
domen and sometimes collapse. During an attack, 
there is fever and an increase in the leukocyte count. 
The episode is likely to be mistaken for a surgical emer- 
gency. It lasts from one to four days and ends spon- 
taneously with an abrupt fall of the serum lipid levels. 
Unlike hypercholesterolemia, idiopathic hyperlipemia 
can be controlled in part by dietary restrictions and 
heparin therapy. 

Xanthomas are observed as soft yellow papules and 
nodules on the extensor aspects of the knees and el- 
bows, on the buttocks and thighs, and also in other 
parts. Xanthelasma is rarely seen. When the blood 
lipid levels rise excessively, lipemia retinalis is seen. 
Serious disease of the coronary arteries is a frequent 
complication and was demonstrated at autopsy in the 
child whose case furnished the basis for the authors’ 
report. (New England J. Med., 257:1,101, 1957.) 


Treatment of Senile Osteoporosis 


HENNEMAN AND WALLACH in a review of the problem of 
postmenopausal and senile osteoporosis, outline a 
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Tips from Other Journals 


practical program of therapy. Osteoporosis is a bone 
disease that results from too little bone matrix forma- 
tion rather than from faulty calcification of bone or 
from excessive bone resorption. The bones become 
spontaneously painful and are readily broken. Osteo- 
porosis seen in postmenopausal women and senile men 
and women is a disorder of all bones but is most mani- 
fest in the spine. It is postmenopausal and senile osteo- 
porosis that accounts for the common finding of tho- 
racic kyphosis in middle-aged women and the frequent 
occurrence of fractured wrists and hips after only 
moderate trauma in middle-aged women and senile 
persons. 

The characteristic radiologic features of osteoporosis 
involving the spine are (1) collapse of vertebral bodies 
with anterior wedging; (2) expansion of intervertebral 
disks ; (3) increased contrast between the density of the 
end plates and the density of the substance of the ver- 
tebral bodies; (4) decreased radiodensity of bone; and 
(5) increased trabecular markings. 

The most important factor in stimulation of osteo- 
blastic activity and maintenance of bone structure is 
the stress and strain of physical activity. Hence, im- 
mobilization in a cast or in a back brace, while it may 
give temporary relief from the pain of an acute fracture, 
tends to diminish further the rate of bone formation 
and to intensify the degree of osteoporosis. Patients 
with postmenopausal and senile osteoporosis should be 
encouraged to maintain activity to the point of dis- 
comfort. Since bone matrix is composed of protein, a 
normal intake of protein and maintenance of good nu- 
trition is essential in the treatment of postmenopausal 
and senile osteoporosis. 

Postmenopausal and senile osteoporosis in women is 
treated with diethylstilbestrol, 1 to 3 mg. daily, given 
for four to five weeks and discontinued for seven to ten 
days. It is then resumed’ in a cyclical fashion. Such 
intermittent or interrupted estrogen therapy is neces- 
sary to permit desquamation of the proliferative endo- 
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metrium and to prevent the development of metro- 
pathia hemorrhagica. Since diethylstilbestrol is poorly 
tolerated by some postmenopausal women, the authors 
often substitute the best tolerated estrogen, Premarin 
(conjugated estrogenic substances), in doses of 1.25 to 
5 mg. daily in a similar cyclical fashion. Testosterone 
is not administered routinely to postmenopausal 
women since more than 5 mg. of methyltestosterone 
daily often produces undesirable and sometimes ir- 
reversible masculinization with deepening of the voice, 
facial hirsutism, acne and excessive stimulation of 
libido. 

Senile men with osteoporosis are given 30 mg. of 
methyltestosterone daily by linguet or buccal tablet. 
The development of gynecomastia and loss of libido 
and potentia in the man treated with significant amounts 
of estrogen often limit the use of estrogens in the treat- 
ment of senile osteoporosis in men. Its use has been 
reserved for men with extreme osteoporosis. 

The authors reviewed the records of approximately 
200 postmenopausal women treated in their clinic for 
periods of one to 20 years with estrogen therapy. They 
note that there has been little or no further loss of 
height after several years of estrogen therapy. Relief 
of back pain usually occurred after several months of 
this therapy. Study of serial radiographs indicated a 
lack of further progression of osteoporosis with pro- 
longed estrogen therapy. On the other hand, there 
was not a single instance of increase in bone density. 
Thus, estrogen therapy may stop the progression of 
osteoporosis but apparently cannot restore the osteo- 
porotic bone to a completely normal radiographic 
status. The authors also present evidence to indicate 
that prolonged estrogen therapy is not carcinogenic. 


(Arch. Int. Med., 100:715, 1957.) 


Ligation of the Internal Mammary Arteries 


GLOVER AND HIS ASSOCIATES have attempted in a pre- 
liminary fashion to assess the value of bilateral liga- 
tion and division of the internal mammary arteries 
at the level of the second intercostal space as a means 
of increasing blood supply to the myocardium. The 
rationale for this procedure is based on experiments 
indicating that there are communications between the 
major coronary vessels and the pericardiophrenic 
branches of the internal mammary arteries. Ligation 
of the internal mammary arteries at the second inter- 
costal space just distal to the take-off of the peri- 
cardiophrenic artery is followed by an increase in the 
mean arterial end pressure above the point of ligature 
in dogs. There is thus increased flow down the peri- 
cardiophrenic artery into the extensive arterial plexus 
over the parietal pericardium. These vessels freely 
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anastomose with those from the superior phrenic, one 
of the two arterial terminations of the distal internal 
mammary artery, completing the collateral circuit. 
The authors believe, and this specific point is presently 

under investigation in their laboratory, that this cir- 

cuit is shared by the myocardium through its extra- 

cardiac communications with the pericardiophrenic 

arterial system, and that this accounts for the clinical 

improvement in patients so treated. 

Seventy-seven patients have been operated upon 
to date. The criterion for surgery was the presence 
of organic coronary insufficiency with angina pectoris. 
No patient with these findings was turned down be- 
cause of age, debility, unstable disease, frequency and 
severity of attacks, hypertension, cardiomegaly, past 
cardiac failure or the like, as has been the case in most 
series reported and treated by other surgical tech- 
niques. In other words, patients were not carefully 
culled so that only the better cases were selected for 
the study. 

Fifty of these patients have been carefully followed 
for from one to five months and formed the basis of 
the initial analysis. Thirty-four (68 per cent) have 
been clinically improved, in that they either have no 
angina or now have fewer and less severe attacks of 
pain. 

In 11 patients (22 per cent) no clinical improvement 
was apparent. Five patients (10 per cent) have died 
since surgery. In only one of the five fatalities that fol- 
lowed surgery could there be any indictment of the 
surgery itself (see diagram below). 

For those whose condition is precarious and un- 
stable, a local anesthetic is used. Those patients who 
are in good condition and in whom the disease is 
reasonably stable easily tolerate a light general anes- 
thesia of pentothal sodium induction and maintenance 
on 50 per cent nitrous oxide and oxygen. (J. Thoracic 
Surg., 34:661, 1957.) 


RESULTS OF INTERNAL MAMMARY 
ARTERY LIGATION IN 50 PATIENTS 
HAVING ANGINA PECTORIS 


34 improved 


11 unimproved 


5 deaths 
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What Does Tuberculosis Cost? 


Estmates made by Blomquist and Barbour of the U.S. 
Public Health Service indicate that at least $725 mil- 
lion was spent for tuberculosis in the United States and 
its territories in 1956. This is an increase of more than 
$100 million over the $620 million estimate of expendi- 
ture made in 1952. The major differences between the 
1952 estimate and the 1956 estimate are: an increase of 
$85 million in hospitalization expenditures, an in- 
crease of $22 million in compensation expenditures 
and a decrease of $36 million in construction expendi- 
tures. Moreover, in 1956, for the first time, the survey 
included reports from psychiatric hospitals. This in- 
formation alone added nearly $25 million to the total 
estimate. 

Although new drugs and improved surgical tech- 
niques have been so effective that the average number 
of tuberculosis beds occupied has been reduced, at the 
same time the cost of operating tuberculosis hospitals 
has gone up. The number of hospitalized patients de- 
clined from 1952 to 1956, but this was more than offset 
by the resulting increase in unit cost, bringing on in 
1956 an increase in the total cost of hospitalization. 
The increase in expenditures resulting from these fac- 
tors amounted to about $86 million from 1952 to 1956. 

When considering the cost of tuberculosis to the 
nation, it is also important to remember that there are 
expenses other than cash outlays. The cost to society 
in the loss of one of its productive members, even 
though the loss today fortunately is for the most part 
temporary, cannot be evaluated in dollars and cents. 
If the estimated value of production loss by persons ill 
with tuberculosis and the potential future earnings of 
persons who die with the disease were added, the total 
would be enormously higher. (Am. Rev. Tuberc., 
77:172, 1958.) 


Isoniazid-Resistant Tubercle Bacilli 


Ir HAS BEEN ASSUMED that the tuberculous patient has 
acquired sufficient immunity to protect him from exo- 
genous infection by his fellow patients. It is difficult to 
prove that superinfection occurs in a patient who al- 
ready has tuberculosis since with few exceptions, 
strains of human tubercle bacilli cannot be distinguished 
from each other with certainty. Drug-resistant strains, 
however, offer convenient markers with which to iden- 
tify superinfection. 

Motiwale and Wolinsky present a case of apparent 
superinfection in a patient with active pulmonary 
tuberculosis who was being treated with streptomycin 
and PAS. The demonstration of isoniazid-resistant, 
catalase-deficient tubercle bacilli in this patient, who 
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did not receive isoniazid and whose culture \\as sys. 
ceptible to isoniazid at the start of streptomy: in-PAS 
therapy, is fairly good evidence of superinfection. The 
bacilli of superinfection could have had their source jp 
infection from a careless roommate. (Am. Rev. Tuber. 


77:168, 1958.) 


Urinary Creatinine Excretion 


Ir 1s wiwety held that the daily urinary excretion of 
creatinine is constant over long periods and is little 
affected by circumstances, including large variations of 
urine volume. Therefore, the daily excretion of crea- 
tinine is often used to check the accuracy of 24-hour 
urine collections, and for the calculation of ratios of 
amounts of other substances excreted simultaneously 
(e.g., uric acid/creatinine; 17-ketosteroid/creatinine; 
catecholamine/creatinine). Constancy of creatinine 
excretion has also been assumed to be true for shorter 
collection periods. 

Vestergaard and Leverett studied the reliability of 
creatinine excretion for these uses in normal subjects. 
Comprehensive data showed large individual varia- 
tions in variability of creatinine excretion. As a check 
on completeness of urine collection, it was poor or ex- 
cellent depending on the individual. When it is planned 
to use this method, the variability in the individuals 
under investigation must first be studied. In some sub- 
jects, variations greater than 20 per cent around the 
mean may occur. This problem was greatly accentuated 
when shorter collection periods (two and ten hours) 
were used. Preliminary studies of variability should be 
made before ratios are calculated. (J. Lab. & Clin. 
Med., 51:211, 1958.) 


Contamination of Albumin 


WICHELHAUSEN AND HER COLLEAGUES observed eight un- 
favorable reactions and one death following intra- 
venous use of 25 per cent human serum albumin. Each 
reaction could be traced to bacterial contamination of 
the injected material. Since this preparation is widely 
used in a variety of diseases, these authors investigated 
the characteristics of contaminated albumin. 

Bacterial growth did not cause visible turbidity in 25 
per cent human serum albumin until it was extremely 
heavy. Nor were sediment or color changes evident. 
This solution is a clear, straw-colored liquid. Clarity of 
a solution is usually taken to indicate its stability as 
well as freedom from contamination. Since this solu- 
tion does not cloud with relatively heavy contamina- 
tion, the authors emphasize that vials of human serum 
albumin should never be re-entered. (J. Lab. & Clin. 
Med., 51:276, 1958.) 


GP Volume XVII, Number 5 


In] 
me! 
mu: 


am 
hye 
58 
la 
at 
de 
se 
TI 
va 
; 
hi 
af a 
h 
< 


S sus- 


- The 
rce in 


bere, 


on of 
little 
ns of 
cTea- 
hour 
of 
usly 
ine; 
nine 
rter 


y of 
cts, 
Tla- 
eck 


Tuberculous Meningitis 


Iv 1952, McKENDRICK REPORTED on the results of treat- 
ment of 60 cases of tuberculous meningitis with intra- 
muscular and intrathecal streptomycin plus para- 
amino-salicylic acid (PAS). In 1952, isonicotinic-acid 
hydrazide (INH) became available. Currently, McKen- 
drick and Grose describe the results of treatment in 
58 cases of tuberculous meningitis in which INH re- 
placed PAS in the therapeutic regimen. The advantages 
of INH over PAS seem clearly evident from the diagram 
at the right. 

In the 58 cases of the 1957 series, ten of the 11 
deaths were in patients who were classified as most 
seriously ill at the time of admission to the hospital. 
They had either coma or gross focal signs (hemiplegia, 
multiple cranial nerve palsies) indicative of serious 
vascular involvement. The severity of the disease at the 
time of admission was not related to the length of 
history nor to the level of sugar in the cerebrospinal 
fluid. Most of the seriously ill patients were in the age 
groups 0-4 and 15-19. The authors noted that, in the 
absence of marked cerebral damage, there should be 
virtually 100 per cent recovery from tuberculous menin- 
gitis—the occasional exception being a patient who 
has extensive tuberculous lesions elsewhere. 

On the point of whether intrathecal streptomycin 
should continue to be a part of the therapeutic regi- 
men, McKendrick and Grose concluded that as yet 
there is no convincing evidence from the literature that 
it is unnecessary. However, they agreed that the use 
of INH makes it possible to reduce substantially the 
number of intrathecal injections. (J. Neurol. Neuro- 
surg. Psychiat., 20:198, 1957.) 


Diabetes Among Tuberculous Patients 


ALTHOUGH DIABETICS are known to have an added inci- 
dence of tuberculosis, previous opinion has held that 
diabetes is no more common among tuberculous pa- 
tients than among the general population. Nichols 
performed a screening test for diabetes in 305 subjects 
in an army hospital by collecting single blood and 
urine specimens two hours after the ingestion of 100 
Gm. of glucose by patients in the fasting state. Those 
subjects who had glycosuria or two-hour blood con- 
centrations of more than 120 mg. per 100 cc. on the 
screening procedure were tested after an interval of a 
week or more by the standard three-hour oral toler- 
ance test. Within the total of 305 subjects, there was a 
relatively homogeneous subgroup of 178 ay en- 
listed men with tuberculosis. 

The author’s analysis is concerned only with the 
group of tuberculous patients. Follow-up testing 
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MORTALITY RATES 
IN TUBERCULOUS MENINGITIS 


58 cases treated 


with streptomycin 
and INH 


showed that 22 per cent of the group with tubercu- 
losis presented various abnormalities of glucose toler- 
ance and that at least 5 per cent were mild diabetics. 
It was believed that previous induction examinations, 
annual physical examinations and routine urinalyses 
had already excluded the more severe grades of dia- 
betics from this group. 

The incidence of diabetes among these tuberculous 
patients is considerably more than that generally found 
in surveys. In the United States, diabetes is a more 
common condition than tuberculosis and has a fre- 
quency in surveys of about 2 per cent. 

The previous concept of diabetes and tuberculosis 
as a one-sided association (that tuberculosis is a com- 
mon complication of diabetes, while diabetes is no 
more common among tuberculous patients than in the 
general population) is not logically tenable. (Am. Rev. 
Tuberc., 76:1,016, 1957.) 


Prophylactic Isoniazid in Primary Tuberculosis 


Tue U.S. Public Health Service has been undertaking 
a cooperative investigation of 2,750 children with 
asymptomatic primary tuberculosis who are under ob- 
servation by 32 clinical investigators. The study has 
been designed to determine whether small daily doses 
of isoniazid for one year decreased the frequency of 
immediate complications of the primary disease and 
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the frequency of chronic pulmonary tuberculosis in 
adolescents and adults. This is a preliminary report of 
the strictly controlled study in which half of the chil- 
dren have been given a daily dose of 4 to 6 mg. of 
isoniazid per kg. of body weight and the other half an 
identical placebo in equivalent amounts. 

A total of 1,394 children in the isoniazid group and 
1,356 children in the placebo group have been ob- 
served from one to 30 months. During the first 12 
months when the children were taking pills, five tuber- 
culous complications occurred in the isoniazid group 
and 26 in the placebo group. 

There was no evidence that three children in the 
isoniazid group who developed meningitis, skeletal 
tuberculosis and pleural effusion did not take their 
pills regularly. These three complicatons must be as- 
sumed to have occurred while children with primary 
tuberculosis were taking isoniazid. In addition, there 
were two cases of miliary tuberculosis, but the time re- 
lations of the chemotherapy to the complication were 
such that their classification as drug failure is ques- 
tionabl 

In the placebo group, there were six cases of menin- 
gitis, two tuberculomas of the brain, one case of mili- 
ary tuberculosis, five cases of skeletal tuberculosis, 
seven cases of pleurisy with effusion, one instance of 
tuberculosis of the tonsil, one recurrent phlyctenular 
conjunctivitis and various manifestations of tuber- 
culous disease in three children who became clinically 
ill. It is not unreasonable to expect that most of these 
complications could have been prevented had the chil- 
dren received isoniazid. 

Two tuberculous complications, both skeletal, oc- 
curred during the first half of the second year among 
576 children who had received isoniazid, and three 
complications (one meningitis, one miliary and one 
skeletal) occurred among the 574 who had received 
the placebo. 

Adverse pulmonary changes were noted in the films 
of 21 children who received isoniazid and of 36 chil- 
dren who received placebo. Although this difference is 
not statistically significant, it suggests that isoniazid 
had some effect in reducing the risk of unfavorable 
pulmonary changes. 

The risk of developing extrapulmonary tuberculous 
complications is related to both the age of the child 
and the extent of disease. The rates showed a distinct 
pattern, increasing with the degree of roentgeno- 
graphic involvement and decreasing as the children be- 
came older. Children less than 1 year of age were at 
the greatest risk of developing tuberculous complica- 
tions, with rates of 33 per 1,000 for those with normal 
roentgenograms, 100 per 1,000 for those with hilar or 
paratracheal involvement, and 182 per 1,000 for those 
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with parenchymal involvement. Children beiween | 
and 6 years of age were at little risk unless they had 
positive roentgenographic findings. Risk also aj peared 
to be associated with the size of the initial tuberculin 
reaction. Both extrapulmonary complications and ad. 
verse pulmonary changes occurred more fre«uently 
among children with tuberculin reactions of 10 mm, or 
more than among those with smaller reactions. (Am, 


Rev. Tuberc., 76:942, 1957.) 


Mongolism and Acute Leukemia 


Previous AUTHORS have calculated that the chance of 
occurrence of leukemia and mongolism in a patient 
was one in ten million. Yet, Sutow and Welsh now re- 
port on the nineteenth and twentieth cases described 
in the medical literature. 

The coincident occurrence of these two conditions 
in numbers far exceeding the statistically expected 
frequency suggests a common factor of maldevelop- 
ment. There may be increased susceptibility to leuke- 
mogenic influences as a result of the mongolism defect. 

The leukemia has not been of any one type pre- 
dominantly, and its onset has been dated from “con- 
genital” to 6 years of age. 

Leukemia following exposure to ionizing radiation 
is well appreciated. Sutow and Welsh point out that 
mongolism has also been related to exposure to radia- 
tion in utero. (J. Pediat., 52:176, 1958.) 


Euthyroid Familial Goiter 


Many Instances of hypothyroidism with goiter and 
various demonstrable defects in thyroid metabolism 
have been reported. Many have shown a familial inci- 
dence. It has been suggested that if the metabolic de- 
fect is mild, nontoxic goiter might result. A defect 
could be compensated for by increased thyrotropic 
activity of the pituitary. 

Now, Clayton, Smith and Leiser have described 
studies on six siblings, four with goiter. All siblings 
were euthyroid. Each one with goiter had defects in 
thyroxin synthesis. These were revealed by marked 
release of accumulated radio-iodine following thiocya- 
nate administration. The defect, therefore, was in the 
ability of the thyroid to organically bind iodine. 

Cretins have been described with this same defect. 
The children studied by Clayton and his colleagues 
were able to synthesize adequate amounts of thyroxin 
under increased thyrotropic stimulation and_ sub- 
sequent goiter formation. Repeated studies failed to 
reveal evidence of hypothyroidism. It is possible, of 
course, that in later life thyroxin synthesis might be- 
come inadequate. (J. Pediat., 52:129, 1958.) 
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Ligation of Carotid Artery 


BEFORE THE TIME when operations were devised for a 
direct approach to the surgical treatment of arterio- 
yenous anomalies of the cerebrum, carotid ligature in 
the neck was used by neurosurgeons. With the advent 
of surgical excision as a more definitive method, Svien 
and Hooker thought it advisable to re-evaluate the 
effectiveness of ligation of the carotid artery in these 
arteriovenous lesions. From a review of the literature, 
an analysis of their own experience with carotid artery 
ligation and a consideration of the hemodynamic fac- 
tors involved, the authors concluded that carotid liga- 
tion in the neck is fundamentally unsound as a treat- 
ment of arteriovenous anomalies of the cerebrum. 
(Proc. Staff Meet., Mayo Clin., 32:739, 3957.) 


The Adrenals in Shock of Infection 


Metsy, EGDAHL AND SPINK STUDIED adrenal function 
in patients with shock due to infection. They measured 
plasma concentrations of endogenous hydrocortisone, 
and the rate of removal of injected hydrocortisone 
from the plasma. The results published in their pre- 
liminary report are shown in the graph at the bottom 
right. 

Hydrocortisone is the principle adrenal cortical 
secretory product. Normal controls had concentra- 
tions averaging 14 micrograms per 100 ml. plasma, 
while in 20 patients with shock, average level was 
63 micrograms per 100 ml. plasma. In the shock pa- 
tients, further adrenal stimulation with ACTH re- 
sulted in levels over 100 micrograms per 100 ml. 
plasma. 

The rate of clearance of infused hydrocortisone 
from the plasma varies directly with the rate of its 
catabolism and is expressed by its biologic half-life 
in the plasma. As shown in the graph at the right, there 
were considerable differences between normals and 
shock patients, and between shock patients who re- 
covered and those who died. The average plasma half- 
life of hydrocortisone in normal subjects was 120 min- 
utes; in eight shock patients who recovered, it was 85 
minutes, and in 12 fatal cases it was greater than 300 
minutes. 

These studies suggest that this type of shock is 
not associated with adrenocortical exhaustion. Further, 
those patients who recover show an accelerated utiliza- 
tion of hydrocortisone in response to tissue demands. 
The authors suggest that the patients who do not 
survive demonstrate prolongation of half-life of hydro- 
cortisone because of the impaired hepatic function 
agonal state. (J. Lab. Clin. Med., 50:933, 

7.) 
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Urinary Tract Infections 


GRIEBLE AND JACKSON resteD the effectiveness of a new 
sulfonamide, sulfamethoxypyridazine (Kynex) in the 
treatment of acute and chronic urinary tract infections. 
They had thought that this drug would be especially 
suitable for the trial of long-term chemotherapy. It is 
readily absorbed from the gastrointestinal tract and 
slowly excreted, has a low degree of acetylation, and is 
more soluble in acid mediums than other sulfonamides. 
Also it has an antibacterial activity comparable to that 
of sulfadiazine. 

The drug was given to most patients in an initial 
loading dose of 2.5 Gm. followed by a single daily 
maintenance dose of 0.5 Gm. This schedule sufficed to 
maintain a serum concentration of free sulfonamide be- 
tween 5 and 15 mg. per 100 ml. in the great majority of 
patients. The drug provoked adverse reactions in four 
of 63 patients—mainly headache and a diffuse ery- 
thematous maculopapular rash. The average duration 
of treatment was 351% days per patient. 

As judged by careful follow-up studies, the results 
with this new sulfonamide were as good as those ob- 
tained with most agents used for the treatment of 
urinary tract infections. This is not a great tribute, 
since the cure rates for pyelonephritis are discouraging 
under any circumstances of treatment. (New England 
J. Med., 258:1, 1958.) 
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Mammary-Coronary Anastomosis 


IT HAS BEEN SHOWN that transplantation of the internal 
mammary artery into the myocardium (after experi- 
mentally produced myocardial ischemia) results in the 
formation of branching arterial and arteriolar mam- 
mary-coronary anastomoses. These branches persist 
and relieve ischemia. In human coronary artery disease, 
the distal arteriolar network within the myocardium is 
relatively normal—narrowing and occlusion occurring 
chiefly in the proximal epicardial portions of the coro- 
nary system. The unplanted internal mammary artery 
bypasses these proximal vessels and supplies arterial 
blood to the distal arterioles. 

Vineberg and Walker have performed this operation 
on 88 patients to date. This group has been followed 
for from six months to six and one-half years. This ex- 
perience has indicated that the operation benefits pa- 
tients with proved coronary artery disease and typical 
angina pectoris who have failed to improve with one or 
two years of medical treatment. 

Contraindications include left ventricular failure, 
recent myocardial infarction (within six months), cer- 
tain associated diseases (severe hypertension or dia- 
betes) and coronary artery disease without angina 
pectoris. (The last group would appear to have ade- 
quate collateral coronary blood flow.) 

In 68 patients with no angina at rest, the mortality 
(four months to four years) is low, 5.6 per cent. Over 
70 per cent of this group were totally disabled before 
surgery. Eighty per cent returned to work after opera- 
tion, and 80 per cent were free of pain or had less pain. 

Twenty patients had angina decubitus. Seven have 
had less or no pain since operation; six have returned 
to work. However, the mortality in this group was 45 
per cent. 

Prolonged myocardial ischemia results in fiber death 
and replacement by scar tissue. Long duration of 
ischemia (as was present in many of these angina 
decubitus patients) often indicates that there is little 
myocardium left to revascularize. Optimum beneficial 
results were obtained in patients suffering, on an 
average, for 33 months. (Am. Heart J., 54:851, 1957.) 


Cardiac Vein Thrombosis 


LAKE DESCRIBES the case of a 38-year-old man who 
developed chest pain while engaged in heavy work. 
He collapsed and died 14 hours later with pulmonary 
edema. Post-mortem examination showed an ante- 
mortem thrombus in a distended coronary vein, with 
considerable hemorrhage in the spaces between muscle 
fibers. There was no leukocyte reaction, no muscle 
fiber changes, and the coronary arteries were normal. 
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Few cases of coronary vein thrombosis have been 
reported. The clinical picture was myocardial! infare. 
tion. Since many clinical “‘coronaries” occur without 
pathologic evidence of coronary artery occlusion, Lake 
wonders about the frequency of coronary venous 
thrombosis and its contribution to the clinical picture 
of myocardial infarction. (Am. Heart J., 55:157, 1958.) 


Antibacterial Effects of Hemoglobin 


BLOOD HAS LONG BEEN KNOWN to have antibacterial 
properties. These have been attributed to many of its 
constituents—antibodies, phagocytes and lysozyme. 
Wood and Ono have shown that small amounts of 
hemoglobin inhibit bacteria. Aside from its biologic 
importance, tlais observation is of further interest since 
hemoglobin is used as a nutrient in the culture media 
for many organisms. 

These authors found that antibacterial activity re- 
sided in the porphyrin structure of hematin and was 
independent of the protein or globin portion of hemo- 
globin. Further, iron was not important, for the heme 
precursors, protoporphyrin and hematoporphyrin 
were as effective. Complement was not required for 
antibacterial effects. 

Normally, hemoglobin and hemin are present in the 
serum in the range of 5 to 35 mg. per 100 ml. These 
concentrations are effective in inhibiting the growth 
of EF. coli and B. subtilis. (Lab. Invest., 7:1, 1958.) 


Apoplexy and Anticoagulants 


FRAZIER AND HIS ASSOCIATES studied the influence of 
anticoagulant therapy upon cerebral infarction in- 
duced in experimental animals by injection of blood 
clots into the internal carotid artery. Two groups of 
dogs were used in the experiment. In one group, an 
attempt was made to maintain the prothrombin activity 
of the blood between 10 per cent and 30 per cent of the 
normal by administration of Tromexan and Dicumarol. 
In the other group, anticoagulant therapy was not ad- 
ministered. Each animal received an intracarotid in- 
jection of homologous blood clot—a procedure that 
could be expected to produce cerebral infarction that 
would be relatively hemorrhagic in character. 

From the results of the study, it appeared that anti- 
coagulant therapy did not protect against cerebral in- 
farction, under these circumstances. For the most 
part, anticoagulants caused little, if any, increase of 
the hemorrhagic component of the infarcts. However, 
two dogs that received anticoagulants developed gross 
hemorrhage into their infarcts, and in one case, the 
hemorrhage ruptured into the ventricles. (Proc. Staff 
Meet., Mayo Clin., 32:723, 1957.) 
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Tuberculosis Morbidity in Relation to Tuberculin 
Sensitivity 

PatmER, JABLON AND Epwarps the relation- 
ship of active tuberculosis to tuberculin sensitivity 
and body build in nearly 70,000 white men, 17 to 21 
years of age, recruited by the Navy during the two- 
year period, September, 1949 to September, 1951. 
The annual incidence of active tuberculosis was five 
times higher in men with initially positive tuberculin 
reaction than in those with initially negative reaction 
(see diagram at the right). Thus, the morbidity rates 
were 157 per 100,000 per year for the positive reactors 
and 29 per 100,000 per year for the nonreactors. 

The findings of this study are in agreement with a 
substantial number of previous studies reporting a 
higher rate in the tuberculin reactors and are in 
disagreement with a substantial number of others that 
reported a higher rate in the nonreactors. This ap- 
parent discrepancy can easily be reconciled because 
the results are bound to be affected decisively by the 
incidence of new infection in the study population 
during the period of observation. In many of the 
earlier studies, particularly in specially exposed groups, 
the incidence of infection was high, as indicated by 
high tuberculin conversion rates in persons who were 
initially nonreactors. Large numbers of nonreactors 
became infected, and since morbidity rates are highest 
in the first months after the development of sensitivity 
to tuberculin, many new cases appeared among them. 
When the infection rate is very low, as it is in most 
groups in this country today, the risk of developing 
tuberculosis appears to be far greater in the tuberculin 
reactors than in the nonreactors. This is simply be- 
cause so few nonreactors are becoming infected. A 
high proportion of cases in the positive reactors rep- 
resent endogenous disease. 

Morbidity rates were four times higher among those 
who were 15 per cent or more underweight for their 
height than in those who were overweight. 

As the proportion of infected persons continues to 
decline, the rationale for mass roentgenographic 
screening to detect tuberculosis tends to become 
weaker in the sense that the proportion of useful 
films falls lower and lower. It would seem, according 
to the authors, that the time has come to emphasize 
tuberculin testing rather than mass roentgenography 
as the initial screen for the detection of tuberculosis, 
particularly in young adults. Their results showed 
that roentgenographic examination of tuberculin reac- 
tors is highly profitable but that the value of roent- 
genography in tuberculosis control is questionable for 
persons with an unequivocally negative reaction to 

the tuberculin test. (Am. Rev. Tuberc., 75:517, 1957.) 
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Coses per 100,000 per yeor 


Incidence of development of active tuberculosis 
among Navy recruits divided according to the results 
of their initial reactions to tuberculin 


Report on BCG 


A COMMITTEE invited by Surgeon General Leroy E. 
Burney to examine the Public Health Service policy 
and program in the field of BCG vaccination met to 
formulate a new statement and make new recommenda- 
tions, if it seemed appropriate, on the use of BCG vac- 
cination as a Public Health procedure and on further 
research as to its value. The committee, while unani- 
mously agreeing that BCG confers some protection 
against tuberculosis, considered whether or not the 
amount of protection provided by vaccination is suf- 
ficient to justify greater use of BCG in the light of cur- 
rent general progress in tuberculosis control. 

In the absence of consistent and convincing evidence 
of persisting protection and in the light of a greatly de- 
creased risk of infection and its consequences, the com- 
mittee expressed the opinion that the use of BCG should 
be determined by the particular circumstances ob- 
taining in a local community or population group. 
This determination should be based on a wide variety 
of factors, among the most important of which will be 
the strength of the tuberculosis program as a whole, 
the prevalence of tuberculosis in the community at the 
time and the probable risk of infection in the future. 
In general, the question will come up for decision 
chiefly in groups or communities where exposure is 
high and weakness in other means of control is recog- 
nized. 
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Large-scale BCG vaccination programs, including 
routine vaccination of the newborn, are not indicated 
in this country. It is believed, however, that the ad- 
vantages of vaccination outweigh the disadvantages 
for tuberculin-negative persons who are exposed to a 
definite risk of infection, especially if they cannot be 
retested frequently with tuberculin. Under certain 
local circumstances, the following individuals and 
groups are examples of suitable subjects for BCG vac- 
cination: (1) physicians, nurses, medical and nursing 
students, laboratory workers and hospital employees; 
(2) persons unavoidably exposed to continued contact 
with infectious cases of tuberculosis in the home; (3) 
patients, inmates and employees of institutions such as 
mental hospitals and prisons in which case-finding 
programs indicate that exposure to tuberculosis is 
likely to be high. 

In considering disadvantages attendant upon use of 
BCG vaccination the committee members stressed the 
value of the tuberculin reaction as an index of exposure 
to tuberculosis. Since BCG vaccination converts non- 
reactors into reactors to tuberculin the procedure 
makes it impossible to use a tuberculin test (1) as evi- 
dence of recent infection in an individual; (2) as an 
index of infection in population groups; (3) for the 
location of sources of contagion; (4) as a preliminary 
screening device prior to chest roentgenographic ex- 
amination in the diagnosis of tuberculosis; or (5) for 
differential diagnosis in diseases with some similarity 


to tuberculosis. (Am. Rev. Tuberc., 76:726, 1957.) 


Commissurotomy 


SmirH, Battery anp obtained detailed phys- 
iologic data by combined left and right heart catheter- 
ization on 14 patients with aortic stenosis before and 
after surgery. Relief of the significant pressure gradient 
which exists across the aortic valve in aortic stenosis is 
dependent upon functional relief of the obstruction at 
the valve site. 

The authors’ studies indicated that the altered phys- 
iology was not restored completely to normal by aortic 
commissurotomy. The residual pathologic physiology 
is dependent upon two main factors: (1) the inability 
of existing surgical techniques completely to restore 
the aortic valve to normal function and (2) the second- 
ary pathologic changes which have taken place in the 
myocardium of the left ventricle and atrium as a result 
of long-term obstruction. With the recent develop- 
ments of open heart surgery, direct vision technique 
not only may permit the performance of a much more 
adequate commissurotomy but offers hope that replace- 
ment of the valve will someday be possible in severely 
calcified cases. 


Although aortic commissurotomy fails to : store 
circulatory hemodynamics to normal in the majv rity of 
individuals, the relief of the symptom triad, gina, 
syncope and dyspnea, is accomplished in many cases, 
(J. Thoracic Surg., 34:815, 1957.) 


Hypertension of Renal Origin 


Wont pivines renal hypertension into two types: (1) 
the type that develops from primary renal disease and 
(2) the much less common type that results from renal 
circulatory disturbance. Disturbance of the intrinsic 
renal circulation is somewhat more common than pres- 
sure on the major vessels as a cause of hypertension. 

In the study of patients with suspected renal hyper- 
tension, the scout film is of first importance. It may 
give the first intimation of renal disease. Large poly- 
cystic or hydronephrotic kidneys may be observed. 
Ureteral calculi may be demonstrated. Cases have been 
reported in which the diagnosis of renal artery aneu- 
rysm has been made on the basis of the typical ring 
calcification in a scout film. 

The most valuable and most commonly used retro- 
peritoneal contrast study is the routine intravenous 
urographic examination and its complement, retro- 
grade pyelography. While these routine studies may 
often furnish adequate information, there is a group of 
patients in whom aortography is definitely indicated 
for delineation of primary circulatory disturbance. 
These are patients who give a history of back pain of 
recent origin, serious hypertension and no family his- 
tory of hypertension. (Radiology, 69:672, 1957.) 


Hyperuricemia in Leukemia 


IT HAS BEEN KNOWN for some time that leukemia pa- 
tients may have high levels of uric acid in the blood and 
urine. Under treatment, these levels may go still higher. 
Gold and Fritz emphasize that the latter reaction may 
constitute a serious hazard. 

The authors substantiate this thought by presenting 
two cases in which treatment of acute leukemia was 
accompanied by a marked rise in serum uric acid and 
excretion of uric acid with coincidental development of 
acute uremia. They postulate that this syndrome may 
result because (1) lysis by drugs of leukemic cells may 
present a large load of nitrogenous products and uric 
acid ; (2) breakdown products of leukemic cells may, of 
themselves, interfere with normal renal function; or (3) 
chemotherapeutic agents may interfere with the re- 
utilization of breakdown products of white blood cells. 
Of course, pre-existing renal disease may increase the 
likelihood of acute uremia as a sequel to the drug ther- 
apy of leukemia. 
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To prevent an acute uremic episode during anti- 
leukemic therapy, the authors suggest: 

|. Obtain urinalysis, blood urea nitrogen and uric 
acid determinations prior to therapy. If these are ab- 
normal, further evaluation of renal status should be 
undertaken. 

9. Force fluids during treatment if marked uricosuria 
is present, and administer alkali by mouth to prevent 
precipitation of uric acid crystals. 

3. Observe closely the levels of serum uric acid dur- 
ing treatment. (Ann. Int. Med., 47:428, 1957.) 


Congenital Hypertrophic Pyloric Stenosis 


In a series of 707 consecutive cases of congenital hy- 
pertrophic pyloric stenosis operated upon during the 
period, 1940-1955, Benson and Warden reported an 
operative mortality of only four cases. The disease ap- 
peared to affect white infants more often than colored. 
As in other series, males predominated (582 males to 
125 females, or a ratio of about 4:1). 

The symptoms of congenital hypertrophic pyloric 
stenosis usually begin when the infant is about 3 weeks 
old. Vomiting or regurgitation of feedings is the ear- 
liest manifestation. The vomitus does not contain bile 
—a finding of great importance in the differential diag- 
nosis of other obstructive lesions of the gastrointes- 
tinal tract. At first, the vomiting may not be projectile, 
but as time passes, it becomes projectile, and peristal- 
tic waves from left to right are observed in the upper 
part of the abdomen. A mass representing the hyper- 
trophied pylorus is often found in the right upper 
quadrant (68 per cent of patients in the authors’ 
series). As vomiting continues, dehydration and mal- 
nutrition supervene. The Fredet-Ramstedt operation 
is uniformly curative, although rarely a second opera- 
tion is needed because of initial incomplete muscle 


separation. (Surg., Gynec. @ Obst., 105:348, 1957.) 


Oleandomycin in Urinary-Tract Infections 


SusacuTE or chronic urinary-tract infections due to 
Gram-positive organisms are usually associated with 
urethritis in the male, and trichomonal vaginitis in the 
female, according to Trafton and Lind. These authors 
treated 14 patients having urinary symptoms and 
pyuria due to staphylococci or enterococci and associ- 
ated with urethritis, prostatitis or cystitis alone or in 
combination. Dosages ranged from 1 to 2 Gm. a day 
for periods varying from one to ten days to three 
weeks. Symptomatic response was good and usually 
rapid (less than two days), although for maximum re- 
liefand avoidance of recurrence, it was found advisable 
to continue therapy for ten days. 
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Symptomatic relief accompanied by reduction or 
elimination of pyuria occurred more frequently than 
complete sterilization of urine. This is a characteristic 
response to antibiotic therapy in most subacute and 
chronic urinary-tract infections. 

In vitro studies indicated complete cross-suscepti- 
bility between oleandomycin and erythromycin. There 
was also some evidence of cross-resistance although the 
series under study was small. (Antibiot. Med. & Clin. 
Therapy, 4:703, 1957.) 


Hydrocortisone Intranasally for Hay Fever 


Lake, LOGAN AND PETERS PROPOSE intranasal insuf- 
flation of hydrocortisone as another effective, easily 
administered form of therapy for seasonal hay fever 
not controlled by conventional means. They tried the 
method in 18 patients (three children and 15 adults) 
during the ragweed season of 1956. These were pa- 
tients whose symptoms had proved difficult to control 
by conventional methods. The results of treatment 
are shown in the diagram below. 

The hydrocortisone powder was self-administered 
by the patients, using an inhaler type of powder 
dispenser three or four times daily. The patients had 
no trouble in using the inhalation technique. The 
total daily dose recommended for adults was 15 mg.; 
for children, one-half or one-third that amount. The 
treatment did not cause local irritation, symptoms of 
hypercortisonism or a predisposition to development 
of infection in the nose. (Proc. Staff Meet., Mayo Clin., 
32:641, 1957.) 
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Bananas and Carcinoids 


IN PATIENTS suspected of having malignant carcinoid 
tumors, the diagnosis can be confirmed by a urine 
test that demonstrates increased excretion of 5- 
hydroxyindoleacetic acid. The specificity of this test 
had not previously been questioned. However, Ander- 
son, Ziegler and Doeden have recently shown that a 
similar positive urine test is obtained when a patient 
has been eating bananas. The practical significance: 
when seeking to establish a diagnosis of malignant 
carcinoid by means of the urine test, make sure that 
the patient has not been eating bananas recently. 
(Science, 127:236, 1958.) 


Hemangioma of the Vertebrae 


HEMANGIOMA of a vertebra is a benign, expansive 
vascular growth. It does not metastasize but may 
cause symptoms as a result of expansion. On x-ray 
examination, an involved vertebra shows reduction 
of bone density between denser hypertrophied vertical 
trabeculae. The bone has a reticulated appearance 
and looks swolien because the concave borders of 
the vertebral body are lost. 

Askenasy and Behmoaram subdivide cases of 
hemangioma of the vertebra into two groups: those 
with symptoms only and those with objective neuro- 
logic signs. Patients in the first group usually have 
symptoms related to nerve root involvement so that 
their complaints often simulate acute or chronic 
medical and surgical conditions. The x-ray appearance 
of the vertebra and the good symptomatic response 
to radiotherapy support a diagnosis of symptomatic 
hemangioma. Patients in the second group have ob- 
jective neurologic signs of root involvement or of 
spinal cord compression. The authors recommend 
surgical treatment in cases in which there is myelo- 
graphic confirmation of compression of the cord. In 
these cases, decompressive laminectomy is supple- 
mented by radiotherapy. (J. Neurol., Neurosurg. & 
Psychiat., 20:276, 1957.) 


Secondary Cerebral Effects of Epilepsy 


SMALL AND WOOLF REPORT the case of a youngster who 
received a trivial blow on the head. After a lucid in- 
terval of 24 hours, he suffered a series of epileptic 
attacks followed by deepening unconsciousness and 
death. At autopsy, there was no intracranial hemor- 
rhage or other gross finding to explain the deepening 
unconsciousness. Histologic examination of the brain 
showed widespread cerebral degeneration typical of 
anoxia. 
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The authors explained the patient’s decjening 
unconsciousness and death as follows: During one 
of the more severe attacks of epilepsy there hac been 
evidence of respiratory embarrassment and accumula- 
tion of bronchial secretions. The resulting anoxia led 
to irrevocable brain damage. 

This report emphasizes the grave danger of com- 
promise of respiratory function during epilepsy. The 
relationship of the epilepsy itself to a mild head 
injury was not apparent. (J. Newrol., Neurosurg. & 


Psychiat., 20:293, 1957.) 


Diagnosis of Benign Gastric Ulcer 


OPINions DirFER widely regarding the proper manage- 
ment of a patient in whom a gastric ulcer is discovered. 
Some authorities uniformly advocate gastric resection, 
believing that the differentiation of benign and malig- 
nant gastric ulcers is too risky. Others believe that this 
differentiation can be made reliably and that medical 
management is therefore preferable in cases in which 
benign gastric ulcer has been diagnosed by strict cri- 
teria. In order to evaluate their own experience with 
that latter viewpoint, Dworken, Roth and Duber con- 
ducted a follow-up study of 135 patients in whom a 
diagnosis of benign gastric ulcer had been made during 
a past hospitalization. The median follow-up period 
was 46 months. 

The authors used the following criteria as a basis 
for final diagnosis of benign gastric ulcer: 

1. Benign appearance of the ulcer on x-ray or 
gastroscopy 

2. Presence of free acid on gastric analysis 

3. Complete relief of symptoms on treatment 

4. Complete radiologic healing of the ulcer crater 

Anyone with an ulcer that appeared to the radiolo- 
gist to be malignant was excluded from the series, as 
were those in whom the ulcer was located on the 
greater curvature. 

Ofa series of 135 cases, follow-up data were obtained 
in 130 patients. There were only two cases in which 
there had been subsequent development of carcinoma 
of the stomach. In both instances, the authors’ diag- 
nostic criteria had not been completely fulfilled in that 
the patients were discharged from the hospital before 
there was evidence of complete radiologic healing of 
the ulcer crater. Nevertheless, these cases were kept 
in the series in order to illustrate the difficulties that 
may appear in managing gastric ulcer patients and to 
illustrate that “*. . . any physician undertaking to man- 
age a patient with gastric ulcer by medical means 
assumes a large responsibility. It is discharged only 
when the ulcer is found to have healed completely on 
follow-up study.” 
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The authors concluded that the strict medical crite- 
ria can successfully differentiate benign from malignant 
lesions. In that connection, they warned that duodenal 
deformities do not preclude malignancy in an asso- 
ciated gastric ulcer. Such deformities have been reported 
in as many as 29 per cent of patients with malignant 
gastric ulcers. Incidentally, the incidence of such 
deformities was high (59 per cent) in the present series 
of “benign” gastric ulcers. (Ann. Int. Med., 47:711, 
1957.) 


Megaloblastic Anemia in Cirrhosis 


KrasNOW AND HIS ASSOCIATES found megaloblastic 
anemia to be present in 2 per cent of 350 hospitalized 
patients with biopsy-proved cirrhosis. They were un- 
able to correlate the degree of anemia with the severity 
of the cirrhosis. 

Megaloblastic anemia in cirrhosis is likely to be the 
result of several factors. Decreased ingestion, im- 
paired absorption, increased requirement for cyano- 
cobalamin (vitamin By) or for folic acid, or impaired 
utilization or storage of these substances may be acting 
variably and in combination to produce this infrequent 
complication of hepatic cirrhosis. 

One patient died of a perforated duodenal ulcer 
complicating hepatic decompensation. Another young 
severe alcoholic died very soon after admission. Three 
of the five surviving patients improved by dietary 
measures alone. In the two other patients, the severity 
of the anemia made other measures mandatory. There 
was a prompt response to parenteral cyanocobalamin. 


(Arch. Int. Med., 100:870, 1957.) 


Vitamin K Deficiency and Antibiotics 


Viramin K pericreNcy has been noted in association 
with a wide variety of intestinal diseases. Among these 
are obstructive jaundice, biliary fistula, sprue, chronic 
diarrhea and chronic ulcerative colitis. Hypoprothrom- 
binemia may also be associated with states such as liver 
disease and ingestion of coumarin derivatives. 

Haden presents a case of vitamin K deficiency asso- 
ciated with prolonged antibiotic administration in a 
patient whose diet had been deficient owing to anorexia 
associated with chronic renal infection. The prolonged 
oral antibiotic therapy had undoubtedly reduced the 
intestinal bacterial flora to a minimum, with conse- 
quent loss of vitamin production in the intestine. The 
combination of deficient diet and loss of bacterial syn- 
thesis of vitamin K produced a deficiency of vitamin K 
and resulted in a hemorrhagic diathesis. There was a 
rapid response to parenteral vitamin K administration. 
(rch. Int. Med., 100:986, 1957.) 
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Percentages of survivors at one month and at two 
months after a diagnosis of acute leukemia had been 
made. 


Duration of Acute Leukemia 


MacMaHON AND FORMAN MEASURED the length of 
survival after a diagnosis of acute leukemia had been 
made in about 600 patients. As shown in the diagram 
above, about half of the patients died during the first 
month after diagnosis had been established, and about 
half of the remainder died during the second month. 
Ten per cent of the patients survived for six months 
and 3 per cent for one year. Unfavorable influences on 
survival included diagnosis of a lymphocytic (as op- 
posed to granulocytic) cell-type, age greater than 9 
years, and the presence of a high total white blood cell 
count at the time diagnosis was made. (Blood, 12:683, 
1957.) 


Late Results of Arterial Injuries 


Jaunxe has re-evaluated 115 patients who hada primary 
repair of arterial injuries during the Korean War. 
These patients had injuries to major vessels of the 
extremities. None of this group required later ampu- 
tation. 

The evaluation consisted of a physical examination 
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of the blood supply to the limb, exercise tolerance 
tests, oscillometric and skin temperature studies and 
arteriography. In some patients the vascular repair 
was visualized at the time of surgery for other condi- 
tions. In 93 patients, peripheral pulses were palpable, 
but six were markedly diminished. In the remaining 22 
patients with no palpable pulses, all had thrombosis 
of the major vascular channel. The six patients with 
diminished pulses and five other patients with good 
pulses were shown to have a thrombosis. Of these last 
11 patients, nine were in the upper extremity, where 
collateral circulation is greatest. 

In the evaluation of the 33 patients (28.7 per cent) 
with thrombosis, no predisposing cause could be found 
in 21 patients; tension and constriction at the suture 
line were believed to have predisposed to thrombosis 
in five patients, infection in four patients, secondary 
hemorrhage in two patients and the use of a damaged 
vein as a graft in one patient. The primary repair of 
these patients had consisted of lateral arteriorraphy, 
direct anastomosis, autogenous vein graft and homol- 
ogous graft. Further, thrombosis occurred in 71.4 per 
cent of the patients repaired with a homologous arterial 
graft, in 47.4 per cent of the patients repaired with a 
vein graft, in 18.8 per cent of direct anastomoses and 
in 44.4 per cent of lateral repairs. Most patients were 
fortunately repaired by end-to-end anastomosis. 

The only patients with arterial insufficiency had 
thrombosis in the lower extremity. Eight of these were 


repaired with autogenous saphenous vein grafts and 
have since done well. (Surgery, 43:175, 1958.) 


Giant Cell Tumor of Bone 


GrE AND PuGu have reviewed 104 cases of giant cell 
tumor of bone. These cases met the pathologic criteria 
for the diagnosis as outlined by Jaffe, Lichtenstein 
and Portis (Arch. Path., 30:993, 1940). 

This tumor was considered to arise in the non- 
osteoblastic connective tissue, and was composed of 
a vascularized network of spindle-shaped or ovoid 
stromal cells interspersed with multinuclear giant cells. 
It has often been confused with aneurysmal bone cyst, 
benign chondroblastoma, fibroma, benign cell repara- 
tive granuloma, unicameral bone cyst, osteogenic sar- 
coma, fibrosarcoma and fibrous dysplasia. Lichtenstein 
has stated that about half of the giant cell tumors 
respond favorably to management, a third will recur, 
and the remaining tumors will be frankly malignant. 

The classic roentgen picture of giant cell tumor is 
of an expanding area of rarefaction situated eccentri- 
cally in the end of a long bone in a young adult. In this 
group of patients, expansion was absent or question- 
able in 23 per cent. Twenty-two per cent of the tumors 
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were central rather than eccentric. Only 45 pcr cent 
of the patients were young adults, but nearly al! tumors 
were in the ends of the long bones. A trabeculated 
appearance was seen in slightly less than hal! of the 
patients. Physical signs included pain in 98 of 104 
cases, swelling in 78 cases and a palpable mass in 88 
cases. 

Treatment consisted of total removal of the tumor 
by complete excision of the involved bone or amputa- 
tion in 22 cases. None of these had recurrence. The 
rest were treated by curettage, chemical cauterization 
and insertion of bone chips in the cavity. Radiation 
was given to about half of these patients. Persistent 
activity or recurrence was observed in 44 patients. 
Radiation did not reduce the recurrence rate but did 
control the recurrence in some. (Radiology, 70:33, 
1958.) 


Facial Fractures 


WHEN enough teeth are present and are in adequate 
position to be immobilized, interdental wiring is an 
excellent method for immobilization of most facial 
bone fractures, especially of the mandible. Additional 
fixation must be obtained in order to provide immobi- 
lization for fractures in the following instances: 
edentulous jaws, fractures of the angle of the mandible 
or its symphysis, comminuted fractures, injuries to 
the malar, zygoma and orbital structures. Neuman 
and Schwartz have employed internal fixation by 
means of a Kirschner wire as developed by James 
Barrett Brown. Wires are inserted under local anes- 
thesia and left in place for five to six days. Occasionally 
two wires are needed to obtain adequate immobiliza- 


tion. (Brit. J. Plastic Surg., 10:332, 1958.) 


Sydenham’s Chorea 


SYDENHAM’S CHOREA is now generally considered to be 
one of the manifestations of rheumatic fever. However, 
Walsh points out that the prospects for rheumatic in- 
volvement of the heart are less in the chorea patient 
than in patients with other major manifestations of 
rheumatic fever. Thus, patients with pure chorea have 
an incidence of rheumatic heart injury not in excess of 
20 per cent, whereas the incidence of heart involve- 
ment is about 50 per cent in those who have rlieumatic 
fever without chorea. Also, Walsh mentions Bland’s 
experience in a long-term follow-up of rheumatic fever 
patients. Chorea as a major manifestation of rheu- 
matic fever was associated with a mortality of about 12 
per cent, while the mortality was from two to four 
times greater with other major manifestations of rheu- 
matic fever. (Clin. Proc. Children’s Hosp., 14:16, 1958.) 
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Hypnosis Therapy 

(American Academy of General Practice, Dallas, March 
97) Hypnotism should be regarded as an effective 
therapeutic technique which often succeeds when 
other efforts have failed. It is useful in treating some 
cases of migraine, stuttering, certain low back pains, 
alcoholism, obesity, frigidity, fear of flying, and other 
conditions. True organic ailments should first be 
tuled out by complete physical examination.—Dr. 
Maurice E. Bryant, clinical associate in general prac- 
tice, University of Washington. 


Adjusted Children 


(Ibid, March 24.) Rurat CHILDREN are better adjusted 
mentally because they have always been under care of 
a family physician. The city child goes “from pedia- 
trician to the family doctor, to the internist.” Malad- 
justment comes when a child grows up too fast. “‘He 
is allowed to make decisions for himself in many in- 
stances when he wants a decision made for him. He 
wants to be told what to do in areas where he lacks 
self-confidence.” —Dr. Grorce A. ConsTANT, associate 


professor of pediatric psychiatry, University of Texas. 


Antibiotic Defense 


(Ibid, March 25.) Liserat use of antibiotics has brought 
far greater benefits, especially in pediatrics, than harm 
from side effects. Meningitis and diarrheal diseases are 
prime examples. The drugs still, of course, must not 
be used indiscriminately—Dr. Erwin Nerer, Uni- 
versity of Buffalo. 


Blood Clot Dissolver 


(American Cancer Society tour, for science writers, of 
major U. S. research institutions, Buffalo, March 31.) A 
NEWLY ISOLATED plasmin preparation effectively dis- 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal endorsement 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


Medigrams 


solved blood clots blocking vessels in the legs of 35 
patients. It acts against clots no more than five days 
old, is much less effective or fails to affect clots older 
than that. It will next be tried upon clots in coronary 
arteries.—Drs. Junttan AmBrus, Ciara Amarus, J. E. 
Soxat, C. Markus, N. Beck and G. E. Roswell 
Park Memorial Institute. 


Conspiracy of Silence 
(Ibid, New York, March 27.) Dyinc PATIENTS often want 


to talk about death, but instead encounter “a con- 
spiracy of silence” on the part of family, doctor and 
friends. Facing death can awaken remorse, anxiety, 
guilt which a person had coped with all during life. 
Talking about death with understanding persons is 
very helpful. Patients often express relief that at last 
they can talk to someone about death, psychologists 
find in new studies.—Danret Horn, PH.D., director of 
program evaluation, American Cancer Society. 


Leukoplakia Treatment 


(Ibid, Buffalo, March 31.) TRocuEs CONTAINING 150,000 
units of vitamin A can frequently prevent leukoplakia 
from progressing into cancer. Twenty patients took 
two to three troches daily. Seventy-five per cent have 
shown significant improvement, and the disease process 
was arrested completely in 40 per cent.—Dr. Frep- 
ERICK Ursacu, Roswell Park Memorial Institute. 


Growth Hormone 


(Ibid, Boston, March 28.) GrowTH HORMONE is being 
obtained in a cooperative project at autopsy from the 
pituitaries of hospital patients. It is purified as a gray 
powder which “looks wholly unremarkable.” In dos- 
age of 0.0001 ounce daily, it stimulated a full inch 
of growth in a 13-year-old girl dwarfed to the size of a 
6-year-old. This remarkable growth came within six 


weeks. The hormone has benefited two other children 
dwarfed through loss of their own pituitaries or failure 
of the gland to produce sufficient hormone. The hor- 
mone would not benefit persons dwarfed for other 
reasons.—Dr. Pamir H. Henneman, Massachusetts 
General Hospital and Harvard Medical School. 


Anticancer Effect 


(Ibid, Madison, Wisc., April 3.) A NEw DRUG, 5-flouro- 
uracil, is producing some beneficial effects against solid 
tumors. Two far-advanced patients have been kept 
well for a year; the drug has failed to benefit others. 
Dosage must usually be brought to toxic levels before 
benefit is noted. Significantly, the drug is one designed 
to interfere with cancer cell metabolism. Cancer cells 
utilize uracil; the drug supplies it in a poisonous form. 
—Drs. Cuartes HEMmELBERGER, ANTHONY CURRERI and 
Frep. J. ANSFIELD, University of Wisconsin. 


Neurosonic Surgery 


(Ibid, Chicago, April 1.) Focusep Beams of ultra-sound 
are quickly and bloodlessly stopping the tremor, 
rigidity and pain of Parkinson’s disease. The high- 
intensity sound can be aimed at the ansa lenticularis 
or substantia nigra. Halting of tremors can be observed 
as the beam is moved slightly to destroy more nerve 
cells. The technique, done by Dr. Russell Meyers, 


University of Iowa neurosurgeon, has benefited 12 
patients to date with encouraging results.—Pror. 
Wuuuam J. Fry, research professor of the Bioacoustics 


Laboratory, University of Illinois, Urbana. 


Obesity Virus? 
(Ibid, Bethesda, Md., March 25.) Tuts 1s sPECULATION— 


but could there be a specific virus for at least some 
cases of obesity? The virus would be one damaging or 
destroying the appetite-control center in the hypo- 
thalamus, thus leading to overeating. Microscopic 
examination of some animal brains have disclosed dot- 
like structures—possibly viruses—in the hypothalamus 
area.—Dnr. Frank H. J. Ficce, University of Maryland. 


Healing Process 


(Ibid, Boston, March 28.) Vrramin C aids wound heal- 
ing by acting directly at the site of the wound. It is the 
necessary agent to make possible rapid production of 
collagen, animal experiments show. Ascorbic acid also 
appears necessary for maintaining newly healed tissue, 
and essential for a long time after apparent healing.— 
Dr. Bernarp A. Gout, associate professor of biochem- 
istry, Massachusetts Institute of Technology. 


Eczema Treatment 


(International College of Surgeons, Los Angeles, Marc, 
13.) THerary combining heparin and antibiotics sy¢. 
cessfully overcame 12 obstinate cases of weeping and 
infected eczema in the ear canal. They had failed to 
respond to other treatment for two years or longer, 
Heparin permits higher dosages of antibiotics (neo. 
mycin, polymixin or streptomycin were employed) 
without toxic effects to the patients involved.—Dp, 
Davin A. Dotowrrz, University of Utah School of Medi- 
cine. 


Uninjured Hearts 


(American Association for Health, Physical Education and 
Recreation, Kansas City, April 1.) THe Notion that 
vigorous physical activity may injure the heart must be 
dispelled. “I have not seen a single instance of injury 
to the cardiovascular system as a result of physical 
activity or athletics in adults or children when such 
activity is under expert supervision.”—Dr. Joseru B. 
Wourre, Valley Forge Research Institute, Fairview 
Village, Pa. 


Up And About 


(Conference on surgical convalescence, sponsored by the 
New York Academy of Sciences and American College of 
Surgeons, New York, March 8.) Some Arr Force MEN 
have returned to duty three to five days after ap- 
pendectomy—the average days lost, 12.3 in a series of 
2,800 cases. In 2,200 tonsillectomies, 80 per cent 
returned to duty in four days—average, 5.2. Average 
time loss was 13 days in 2,400 cases of inguinal herior- 
rhaphy, reported Col. David Gold, Surgeon General’s 
Office, Washington. Among civilians undergoing 
appendectomy, average convalescence was five weeks, 
ranged from eight days to 14 weeks. For rupture repair, 
average convalescence was six and one-half weeks, said 
Harvey J. Sarrem, Travelers Insurance Co., Hartford, 
Conn. 


Sandbag Therapy 


(Chicago Medical Society, Chicago, March 6.) Puysical 
METHODS and mechanical aids to breathing have con- 
tributed considerably to rehabilitating patients with 
diffuse obstructive pulmonary emphysema and bron- 
chietasis. To increase the strength of the diaphragm, 
sandbags are placed on the abdomen three times daily 
for periods of one-half to one hour. A start is made 
with ten-pound weights, gradually increased to 30. 
—Dr. Atvan L. Baracn, College of Physicians and 
Surgeons, Columbia University. 
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Obesity 


Q. A 42-year-old white female with a personal and 
family history of obesity (birth weight 11 Ibs., 220 
lbs. at 12 years) was able to reduce from 200 to 140 
at age 32 with the aid of 10-15 gr. of thyroid and a 
diet of 900 calories. She had two pregnancies in one 
year and her weight without thyroid went up to 200 
lbs. She now cannot lose more than 3 lbs. in a month 
while taking 150 micrograms of Cytomel and a 900- 
calorie diet (Mayo type). Her calorie intake is beyond 
question. She is an active housewife. Examinations 
negative save for a blood cholesterol of 260 mg. Can 
anything else be done to help her? 


A. This patient is obese because she eats excessively. 
The reason why she eats excessively remains obscure. 
It is thought that many, if not all, hyperphagic pa- 
tients are overeating because of psychologic factors; 
however, it is anticipated that someday other explana- 
tions may be forthcoming. It is doubtful that this pa- 
tient has thyroid disease particularly in view of the fact 
that she tolerates such large doses of thyroid or 
triiodothyronine. 

I do not believe that the patient is following a 900- 
calorie diet as she claims. It is a physical impossibility 
that she would not lose more weight than this on such 
a diet. It has been my experience that patients such as 
this invariably lose weight when they are hospitalized 
and put on a strict reduction diet under careful ob- 
servation. 

If she has stabilized at about 200 pounds, I wonder if 
it would not be the wisest course of action to leave her 
alone, for it seems very likely that if she were reduced 
down to 140 again she would climb back up to the 
obese level again. It might be well to give thought to 
psychiatric consultation. 

If you are thoroughly convinced that she is not de- 
luding you with reference to her caloric intake, you 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 


in appropriate fields of therapy and diagnosis. 
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might satisfy yourself by referring her to a hospital 
where a metabolic unit is available. 


Combined System Disease 


Q. How do you handle the patient with pernicious anemia 
that has developed cord changes with nerve pain in 
legs ? 


A. Vitamin By given in maintenance doses of 60 
micrograms intramuscularly every 30 days is quite 
adequate. Symptoms referable to the nervous system 
disappear slowly, and the patient must be made to 
understand this. At the same time he can expect con- 
tinued improvement over a period of six to 12 months 
provided he continues to receive his Bjz. Concurrent 
physiotherapy, including active and passive exercise 
and massage, should be instituted. If the disability is 
profound enough, a walker is useful. 


Fungous Infection of Fingernails 


Q. Kindly delineate the complete treatment for ony- 
chomycosis due to Trichophyton infection of the finger- 


nails. 


A. I assume the Trichophyton infection is due, un- 
fortunately, to Trichophyton rubrum. This is an ex- 
tremely resistant type of fungous infection. If it is 
proved (culture and nail-plate biopsy) that the diag- 
nosis is due to that fungus and the adjacent skin of 
the fingers and hand is free of infection, then I would 
recommend removal of all the nails surgically. If the 
nail involvement is multiple, these infected nail plates 
should be removed under general anesthesia. We can 
do this rapidly by using the hemostat forced under 
the nail plates. The nail plates are to be sent for culture 
and section to pathologists who are familiar with doing 
nail-plate sections and staining with PAS or Gridley 
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stains for fungous elements. Forty-eight hours after 
removal of the nail plate, fungicides such as Asterol 
or Enzactin may be used on the denuded matrix. 
Persistent nail deformity after removal of the nails 
may be due to permanent scarring of portions of the 
matrix or to persistent and resistant infection. Therapy 
should be continued for months. 

If the skin of the fingers and hands is involved, then 
surgical removal is not recommended unless there is 
recurrent secondary pyogenic infection of the nails. 
Briefly, we do not have any adequate therapy for 
Trichophyton rubrum infection of the hands or feet. 
The following may be tried with repeated applications: 

Vitamin A ointments with salicylic acid 3 per cent; 
Asterol ; Enzactin; tincture of iodine; salicylic plasters, 
etc. Nothing does much good. At least some ointment 
should be used to keep the skin softer. Waterless 
cleanser creams may be used also to wash instead of 
soap (Harper Cleanser Cream or PAX). The nails 
may be softened with daily applications of salicylic 
acid, potassium hydroxide or lithium bromide solu- 
tions. Then the nails are curetted repeatedly. Unless 
one is familiar with the techniques of this nail treat- 
ment, this procedure should be done under the direc- 
tion of a dermatologist. 

A low carbohydrate diet may be of some help. At 


present there is no effective systemic fungicidal agent. 


Paroxysmal Auricular Tachycardia 


Q. What is the best prophylactic treatment for episodes 
of paroxysmal auricular tachycardia in the absence 
of any thyroid disease ? 


A. The treatment of attacks of paroxysmal auricular 
tachycardia consists of two parts: (1) the treatment of 
the attack itself and (2) prevention of the attack. The 
question as submitted deals with the latter. 

Various drugs have been mentioned in the literature 
concerning the treatment of this condition. In our 
experience there are two effective drugs, (1) quinidine 
sulfate and (2) digitalis. 

Quinidine can be given in doses of grains 3 to 5, 
three times daily, and as a rule this will reduce the 
frequency and duration of attacks of this type. The 
dose can be increased but if attacks continue to occur, 
it is probably best to discontinue the drug. Digitalis 
should be given in full doses such as those used in the 
treatment of congestive heart failure. 

Many patients feel that they can be assisted if their 
gastrointestinal symptoms, which frequently accompany 
paroxysmal auricular tachycardia, are treated. In our 
experience, the treatment of these symptoms has not 
greatly improved the situation. Smoking, fatigue and 
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tension have been thought by, some to have some 
relationship to the frequency of these attacks. 


Multiple Sclerosis 
Q. What is the latest treatment for multiple s:lerosis? 


A. There are now no new acceptable methods of treat. 
ment for multiple sclerosis of any specific nature, 
The same principles apply—avoidance of infections 
and fatigue, maintenance of adequate nutritional State, 
plus recognized physiotherapy principles. 


Diagnosis of Pernicious Anemia 
Q. Recently I have attended a patient who has been under 


treatment for pernicious anemia for a number of 
years. In reviewing her records sent to me by a 
physwian in another city, there is good reason to 
question the diagnosis of pernicious anemia. How- 
ever, gastric analysis discloses that the patient has no 
free hydrochloric acid. How practical are the methods 
and what are the methods for making a decision as to 
whether treatment for pernicious anemia should be 
continued in this patient? (She received her last 
injection of vitamin B,». quite recently.) 


A. Pernicious anemia is believed to be due to a def- 
ciency of a substance (intrinsic factor) that is produced 
in the stomach and is essential for absorption of vita- 
min Bj2. Radioisotopic methods have enabled tests for 
the presence of intrinsic factor. 

The Schilling test is the simplest procedure. A 
“flushing” dose of 1 to 2 mg. of vitamin By is given 
parenterally. Then a dose of radioactive vitamin By 1s 
given by mouth. Afterward the radioactivity of the 
urine is measured. In the absence of intrinsic factor 
(pernicious anemia), the oral dose of radioactive vita- 
min By will not be absorbed, and there will be none to 
be excreted in the urine to make it radioactive. This 
result would be classed as a “‘positive”’ test for perni- 
cious anemia. However, the test serves merely to indi- 
cate that vitamin Bj2 has been poorly absorbed. A sin- 
ilar result might be obtained in any malabsorption 
syndrome (e.g., sprue). Rarely, absorption of vitamin 
Biz may be adequate, but a positive Schilling test is 
obtained because vitamin Bo is retained in the gut 
wall or is rapidly utilized. 

A more definite test is performed by measuring the 
radioactivity of fecal collections made after oral ad- 
ministration of radioactive vitamin Bj, with and with- 
out the addition of a source of intrinsic factor. If in- 
trinsic factor promotes absorption, the diagnosis of 
pernicious anemia is established. 
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For Traveling Patients... Imm 


Important facts for your patients . . . 
a timely report prepared by GP’s editorial staff. 


As AmericaN travel abroad increases each year, more 
and more doctors are called on to provide immuniza- 
tion information. Americans are enthusiastic travelers 
and thus run the risk of importing diseases that have 
been almost eradicated in this country. 

The United States Public Health Service, cooperat- 
ing with state and local health departments, is respon- 
sible for protecting the health of citizens wherever 
they may be. Other countries have the same responsi- 
bility. The sanitary rules for international travel have 
been standardized to a large extent by international 
agreements. Travelers who are not properly informed 
or who deliberately fail to follow these rules, may 
encounter serious difficulties and delays. 

As an aid to family doctors who advise traveling 
patients, information on the following subjects has 
been taken from Public Health Service Publication 
No. 384. 


Immunization Information for International Travel 


Although banished from this country long ago, yellow 
fever and cholera still prey on citizens of many other 
countries. The same is true of smallpox, more recently 
eradicated here. All these diseases are likely to cause 
severe epidemics when introduced into receptive areas. 
All three diseases may, however, be prevented by vac- 
cination. 

Most countries require evidence of vaccination 
against one or more of these diseases when outbreaks 
threaten. elsewhere. In these days of fast air travel, a 
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unization Information 


person may easily arrive in the United States without 
apparent symptoms but may be incubating one of these 
diseases. 


Immunity Takes Time 


Because it takes time to develop immunity after 
vaccination, vaccinations should be obtained several 
weeks before leaving the United States. Also, vaccina- 
tion certificates become valid only after six to 12 days, 
depending on the disease. 

Not all countries require travelers to present their 
certificates when they come from places considered 
safe. However, there is no assurance that this will 
always be the case; i.e., if there has been a fresh out- 
break of a quarantinable disease along the route the 
traveler has taken. If the traveler’s certificate for the 
disease is not acceptable, he may be isolated or sub- 
jected to surveillance for as long as 14 days. A valid 
certificate of vaccination against smallpox always is 
required for entry into the United States from all 
countries except Canada and a few other nearby places. 

Only. the International Certificates of Vaccination 
form is acceptable for foreign travel. However, the old 
International Certificate of Inoculation and Vaccination 
will be valid until vaccinations recorded on it have 
expired. In case one vaccination has expired and the 
other has not, the old certificate must be kept and the 
revaccination entered on the new certificate. 

In this country, the traveler obtains his International 
Certificates of Vaccination form and passport applica- 
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DESIGNATED YELLOW FEVER VACCINATION CENTERS 


State and City 


Center 


State and City 


ALABAMA 
Mobile 
Montgomery 

Los Angeles 


Albuquerque 
New York 

Buffalo 

Jackson Heights 


U.S. Public Health Service 
U.S. Public Health Service 


U.S. Public Health Service 
U.S. Public Health Service Hospital 


Denver General Hospital 

U.S. Public Health Service 
U.S. Public Health Service 
U.S. Public Health Service 


Pan American World Airways, Inc. 
U.S. Public Health Service 


U.S. Public Health Service 
U.S. Public Health Service Hospital 


City-County Health Dept. 

U.S. Public Health Service Hospital 

Clearing Industrial Emergency 
Hospital, Inc. 

Illinois Dept. of Public Health First 
Aid Station 


Elkhart County Health Unit 
Indiana University Medical Center 


U.S. Public Health Service Hospital 
U.S. Public Health Service 

U.S. Public Health Service Hospital 
U.S. Public Health Service Hospital 


U.S. Public Health Service Hospital 
Henry Ford Hospital 


Students’ Health Service, University 
of Minnesota 


University of Missouri, Student 
Health Service 

Trans World Airlines, Inc. 

U.S. Public Health Service 

Rocky Mountain Laboratory 

Lovelace Clinic 


U.S. Public Health Service 
Pan American World Airways, Inc. 


New Yor«x 
(Continued) 
New York City 


Idlewild Inter- 


national Airport 


Norts Carona 
Charlotte 
Onto 
Cincinnati 
Cleveland 
OKLAHOMA 
Bartlesville 
OrEGON 
Portland 
PENNSYLVANIA 
Philadelphia 


Pittsburgh 
Soutru Carouina 
Charleston 


Corpus Christi 
Dallas 
Fort Worth 


Galveston 
Houston 


San Antonio 
Uran 
Salt Lake City 


VIRGINIA 
Norfolk 
WASHINGTON 
Seattle 
West Vircinia 
Charleston 
WISCONSIN 
Madison 


Milwaukee 


U.S. Public Health Service 
American Export Lines, Inc. 
Borden Co. 

Eastern Airlines, Inc. 

Merchant Marine Medical Service 


Trans World Airlines 
City Health Department 


Twelfth St. Health Center 
U.S. Public Health Service 


Phillips Petroleum Co. 
U.S. Public Health Service 


U.S. Public Health Service 

University of Penn. Allergy and 
Immunology Clinic 

U.S. Public Health Service 


U.S. Public Health Service 
U.S. Public Health Service Hospital 


U.S. Quarantine Station 

Corpus Christi—Nueces County 
Health Unit 

City of Dallas Health Department 
Immunization Clinic 

Fort Worth Department of Public 
Health and Welfare 

U.S. Public Health Service Hospital 

Feagin Clinic 

Houston Clinic 

Navigation Clinic 

U.S. Public Health Service 

Minter Clinic 


University of Utah, College of 
Medicine 

U.S. Public Health Service Hospit 

U.S. Public Health Service Hospit 

Kanawha County Health Dept. 

University of Wisconsin, State 
Laboratory of Hygiene 


Fox Point-Bayside Health 
Department Clinic 
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tion from the clerk of the court in his district or from 
the Department of State (passport agencies in Boston, 
Chicago, New Orleans, New York, San Francisco and 
Washington, D.C.). The certificate may be purchased 
from the Superintendent of Documents, United States 
Government Printing Office, Washington 25, D.C. for 
five cents per copy or $2.50 per 100. It also can be 
obtained from travel agencies, ticket offices, local and 
state health departments and offices of the United 
States Public Health Service. 


Several Stamps Available 


Each vaccination certificate required for the trip 
must be recorded and signed by the doctor making the 
vaccinations. Smallpox and cholera vaccination certif- 
icates must be authenticated by a stamp authorized by 
the health administration of the appropriate country. 
The approved stamp for the United States may be any 
one of the following: 

The stamp or seal of state of local health depart- 

ments of the area in which the vaccinating physician 

practices 


The stamp of yellow fever vaccination centers desig- 
nated by the Public Health Service 


The stamp of the Department of Defense 


The stamp approved by Public Health Service and 
assigned to physicians employed in medical services 
of corporations or private clinics 

The impression seal of the Public Health Service 


Certificates may be mailed for stamping if time per- 
mits. Yellow fever vaccination certificates must be 
issued by one of the nationally designated yellow fever 
vaccination centers. (See list on page 136.) 

Dependents of military personnel traveling under 
the authority or sponsorship of the armed forces or as 
members of the crew of vessels and aircraft to foreign 
countries beyond North America will have their mili- 
tary immunization records. In addition, they must have 
an International Certificates of Vaccination form com- 
pleted by a medical officer. Active-duty personnel are 
issued the Department of Defense immunization certif- 
icate, DD form 737. 

A few Latin American countries still require a 
personal health certificate issued by a physician, 
stating that the traveler is in good physical and mental 
condition and free from communicable diseases. 


Details on Immunizations 


zations required for smallpox, yellow fever and cholera. 
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Detailed information is supplied below for immuni- 


Smallpox. Most foreign countries require evidence 
of vaccination within three years of arrival. Western 
European countries do not normally require vaccina- 
tion but sometimes do when there is an outbreak. A 
valid smallpox vaccination certificate is required on 
return to the United States, except from Canada and 
a few other countries. 

The smallpox vaccination is valid for three years. 
This period begins eight days after the date of a 
successful primary vaccination or on the date of re- 
vaccination. 

Yellow Fever. Travelers who, within six days of 
their arrival, have come from or passed through an 
area thought to be infected with yellow fever, are 
required to present a valid certificate of vaccination 
against yellow fever. 

The yellow fever vaccination certificate is valid for 
a period of six years. Validity begins ten days (for 
Pakistan, India and Ceylon 12 days) after the date 
of vaccination, or on the date of a revaccination within 
the six-year period. The standard course consists of 
one inoculation. 

The yellow fever belt in the Americas extends as 
far north as Guatemala and as far south as the interior 
of Sao Paulo, Brazil. In Africa, it exists roughly be- 
tween latitudes 15°N. and 15°S. However, certain areas 
within these limits are free from yellow fever. Pakistan 
and India usually require yellow fever vaccinations for 
all airborne arrivals from the West. 

Cholera. The cholera vaccination frequently is 
required by countries where cholera is endemic. It is 
required by other countries after a traveler has passed 
through or come from disease-infected areas. Persons 
who come from an infected local area may be required 
to submit to stool examinations even though they show 
no symptoms of cholera. 

The cholera vaccination certificate is valid for six 


~ months. This begins six days after the first injection, 


or on the date of a revaccination within such period. 
The standard course consists of two inoculations, with 
an interval of seven to ten days. As long as danger of 
infection exists, a booster dose should be obtained at 
four- to six-month intervals. The standard course should 
be repeated after four years have elapsed from the date 
of the initial series or last booster shot. 

In recent years, cholera has been prevalent only in 
India, eastern Pakistan and Burma. Although cholera 
is endemic also in China, recent vaccination informa- 
tion is not available. 


Public Health Requirements 


USPHS recommendations for immunizations are as 
follows: 
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Smallpox. Vaccination should be repeated even 
before the three years are up when a person travels 
to a part of the world where smallpox is known or 
suspected to be prevalent. Infants should be vaccinated 
against smallpox, unless the attending physician deter- 
mines that there is reason to postpone vaccination. 

Yellow Fever. Inoculation is recommended as a 
personal health protection for travelers to areas where 
yellow fever exists, especially if they expect to visit 
forest areas. Children should be vaccinated against 
yellow fever from the age of 6 months. 

Cholera. Vaccination is recommended for persons 
traveling into or through an infected area. Children 
should be immunized from the age of 6 months. 

Typhoid and Paratyphoid Fever. Inoculations are 
recommended for foreign travel as a personal and 
public health precaution. (Standard course: three in- 
Jections, seven- to 28-day intervals; a booster dose after 
one year or at any time thereafter regardless of time 
elapsed.) Children may be immunized from 1 year of 
age. 

Tetanus. Inoculations are recommended for travel 
abroad as a protection in case of accident. (Standard 
course: two to three doses at intervals of three to six 
weeks, depending on the type of toxoids used. Dosage 
indicated on the label should be used.) A booster dose 
may be given at four-year intervals thereafter and at 
time of injury. Children generally receive this immuni- 
zation in combination with diphtheria and whooping 
cough vaccine (DPT). 

Typhus. Inoculations are recommended for persons 
going to infected areas when they expect to be in 
places where living conditions are poor. A high pre- 
valence of louse-borne typhus (epidemic) exists in 
Afghanistan, Korea, China and Ethiopia. The disease 
also exists in Vietnam, Cambodia and Laos, Burma, 
northern India, northwestern Pakistan, Iran, the Near 
East, Yugoslavia, northern Africa, Mexico, the Andean 
region of South America and in many communist 
countries. Murine typhus (flea-borne) is widespread, 
but in general does not appear in epidemic form. 

There are two types of vaccine, one for epidemic 
typhus, the other for murine typhus. Neither provides 
protection against scrub typhus (mite-borne). (Standard 
course for louse-borne typhus: two inoculations, seven- 
to ten-day intervals.) A booster dose in four months is 
recommended for persons staying in an infected area. 
The standard course should be repeated when four 
years have elapsed since the initial series or last booster 
dose. Children may be vaccinated against typhus from 
the age of 6 months. It should be kept in mind, how- 
ever, that freedom from louse infestation is the most 
valuable protection against typhus. Immunization is 
not required by any country as a condition of entry. 
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Diphtheria. Immunization is recommended for all 
children, 15 years of age or under, not know: to be 
immune, as indicated by the Schick test. (Stundard 
course: two or three doses depending on the type of 
toxoid used, at three- to four-week intervals.) This 
immunization is advised for all children after 3 months 
of age. A booster dose one year later and at school 
age is recommended. 

Children generally receive diphtheria immunization 
in combination with whooping cough and tetanus vac- 
cine. (Standard course: three doses of combined DPT 
vaccine one month apart—either plain or alum precip- 
itated.) Diphtheria is more prevalent in most foreign 
countries than in the United States. 

Plague. Inoculations are not recommended, except 
when an epidemic is present, because the period and 
degree of immunity provided by vaccination is uncer- 
tain. The vaccination should be received at the time of 
arrival in the infected area. Plague has been present in 
the interior of Bolivia, Burma, Ecuador, India, Indo- 
nesia and Peru. Immunization is not required by any 
country for entrance. (Standard course: two inocula- 
tions, seven- to ten-day intervals.) A booster dose at 
four- to six-month intervals is recommended for 
persons staying in an infected area. The standard course 
should be repeated when four years or more have 
elapsed since the initial series or last booster dose. 
Children may be vaccinated against plague at any time 
from the age of 6 months. 


Private Physicians Qualified. 


With the exception of the yellow fever vaccination, 
private physicians may handle all immunization pro- 
cedures. Most state or local health departments also 
give some of the vaccinations. 

Yellow fever vaccinations are given at designated 
yellow fever vaccination centers. Many of the centers 
charge no fee. Department of Defense facilities usually 
provide inoculation for persons traveling under military 
auspices. 

The Public Health Service provides immunizations 
to legal beneficiaries of the Public Health Service. It 
also provides for United States government officers, 
employees and dependents, provided they bring a letter 
from the agency concerned stating they are traveling to 
a foreign country under official orders. This includes 
dependents of armed service personnel traveling under 
official orders. 

In general, the United States has no immunization 
requirements for persons leaving the country. However, 
persons traveling under military auspices must meet 
the requirements that have been set up by the Depart- 
ment of Defense. 
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r all For travelers who are ill, of advanced age or less 
be to Eater U-S.A. than 6 months old, consideration is given a physi- 
lard Detailed requirements for entering the United States, _cian’s written request for exemption to the smallpox 
e of its territories and possessions, are as follows: vaccination requirement. Foreign quarantine regula- 
his Smallpox. American citizens and nationals of other _ tions are applicable, however, to persons referred to 
iths countries are required to present a valid international _in the two preceding paragraphs in case the quarantine 
ool certificate of vaccination against smallpox. officer has evidence that the traveler may have been 
Vaccinations must be recorded on an international — exposed to smallpox within 14 days prior to arrival 
ion vaccination certificate form certified by an officer of the __ in the country. 
fac- national or local health authority of the country in Yellow Fever. Persons must present a valid yellow 
PT which the immunization is given. A physician desig- _ fever vaccination certificate when arriving in, or destined 
‘ip- nated by such health authority may also certify. for yellow fever receptive areas of the United States 
ign Persons who do not present a certificate are subject —_— within six days of departure from infected areas. 
to vaccination or surveillance up to 14 days, or both. Cholera. Persons arriving within five days from 
ept They may also be detained up to 14 days. Foreign _ infected areas are required to present a valid certificate 
ind quarantine regulations conform to the incubation pe- _ of vaccination against cholera. With respect to yellow 
er- riod of each disease. fever and cholera, under certain conditions, persons 
of Under normal conditions, the foreign quarantine who have departed from noninfected areas may be 
in regulations permit exemption from smallpox vaccina- _ required to present a valid certificate of vaccination 
lo- tion for persons who arrive from Canada. Also exempt _ for the disease in question if they arrive on carriers 
my are persons who for 14 days before arrival have been _ from infected areas. 
la- in the following countries only and arrive on a carrier Typhus. Primary emphasis is placed on freedom 
at whose route has included ports in these countriesonly: from louse infestation. 
for the Bahama or Bermuda Islands, the Panama Canal An extensive list of countries, with immunization 
se Zone, Cuba, Greenland, Iceland, the Islands of St. _ information, may be obtained by writing to the Public 
ve Pierre and Miquelon, the West Coast of Lower Cali- Health Service, United States Department of Health, 
3. fornia, Aruba, Curacao or British Virgin Islands. Education and Welfare, Washington, D.C. 
ne 
0- Crime Prevention ‘THE GENERAL PRACTITIONER has been assigned another role. This is the role of helping prevent 
$0 crime by recognizing and treating mild emotional disorders before they develop into con- 
—Another Role ditions that might lead to deviancy. 
xd This facet of a general practitioner’s multiple duties was discussed by Dr. Bertram B. 
rs ° Moss, psychiatric consultant to the Cook County Jail, at the seventeenth annual meeting 
ly of the Medical Correctional Association in Chicago. 
al Dr. Moss said that the family physician often has intimate knowledge of his patients’ 
activities. 
**He often serves as a confidant and confessor,” Dr. Moss elaborated, ‘‘and his advice 
a on matters unrelated to medicine is often completely accepted. Being able to recognize 
It psychopathology does not require that the physician be a trained psychiatrist any more 
s, than being able to recognize a major surgical problem requires being a trained surgeon. 
oT In many cases just recognition and awareness of the psychopathology, coupled with intuitive 
‘0 common sense, may be all that is needed to aid the patient or to realize that he must be referred 
28 to a psychiatrist.” 
r Group psychotherapy has been found especially effective in medical correction of de- 
viants, reported Dr. J. W. Klapman, senior psychiatrist at Chicago State Hospital. In this 
2 therapy, the individual can experience multiple transference—with both the therapist and 


the group—and therefore reveal more about himself. 

“This aspect is particularly important for the ‘lone wolf’ deviant who has thought that 
his experiences were unique. When he learns that others have done the same things and 
experienced the same problems, he often drops his shell of toughness and for the first time 
becomes a member of a group.” 
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The Growing Pains of Medical Research 


WALTER H. 


‘THE MEDICAL RESEARCH FIELD is in a state of ferment. 
Changes and new developments are rapidly creating a 
new era. In many cases, there are no precedents to act 
as guides. 

A major plunge into this new era was made in 1956 
when Congress established a new national policy—that 
henceforth the United States would try to conquer 
disease through research, whatever the cost might 
prove to be. 

Accordingly, appropriations were boosted. In two 
years, Congress more than doubled the funds for the 
National Institutes of Health (from $98 million to $211 
million). With the pharmaceutic industry expenditure 
of $127 million, and sizeable contributions from other 
groups, the 1957 expenditures for medical research 
totaled well over $400 million. 

Summing up the changed situation, Dr. James A. 
Shannon, director of the National Institutes of Health, 
said: “For the first time in the history of medical re- 
search, either in this country or abroad, the limitation 
on progress is due more to manpower and facilities 
than to moneys available for current support of re- 
search.” 

Moreover, there is a changed approach to medical 
research. The group approach is being used increasing- 
ly, so that physicists, biochemists, mathematicians and 
other nonmedical men now are in the field. Other 
changes which are exerting a tremendous impact in- 
clude the electron microscope, the ability to study 
disease at the molecular level and the advances in 
computing capacity which have revolutionized the 
analysis of mass data. 


Attitudes Vary Greatly 


So much change in so short a time has created a 
wide variety of problems, as well as opportunities. 
Likewise, the attitudes toward medical research are 
widely diverse and kaleidoscopic. Although there is 
much divergence of opinion, on some issues there is 
general agreement. But many times, two men of equally 
high stature and accomplishments are found at op- 
posite poles on a particular question. 

The many questions arising from this complex field 
will require the combined wisdom and judgment of 
persons who have positions of responsibility and leader- 
ship in medical research. With this in mind, Merck & 


140 


Company, Inc., commissioned Douglas Williams 
Associates, New York management consultants, to 
survey the attitudes of some leading people in the 
field. Their report, summarized below, does not 
evaluate the interviewees’ opinions but merely express- 
es them. 

Merck & Company hopes that the survey presents 
a clear picture of the field, with the problems in 
perspective, and that this will serve as a base for plan- 
ning action. 

The Williams organization was able to make some 
significant generalizations about the wide diversity of 
attitudes expressed. It was interesting to note a 
tendency for opinions to be more or less conditioned 
by background and experience. Frequently the opinions 
were synonymous with an “attitude set.” For example, 
it was not uncommon for industrialists to express a 
conviction that the government should get out of 
medical research altogether. On the’ other hand, a 
government employee might go all the way to the 
opposite extreme for government sponsorship of med- 
ical research. 

There were also frequent and extreme misunder- 
standings existing from group to group. And gaps in 
knowledge on important aspects of medical research 
became apparent. There are also many gaps in the 
level of thinking that has been applied to different 
problems. 

Nowhere was the range of ideas wider and more 
forcefully expressed than in regard to government 
money for medical research. This is a comparatively 
new factor and a matter of serious concern. Very few 
people take a middle ground on this development; 
however, their attitudes are based on widely varying 
amounts and kinds of thinking. 
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Cite Government Role 


A number of the interviewees believe medical re- 
search needs are so great that only the government can 
get enough money and mobilize the necessary re- 
sources. This belief was expressed by persons from all 
the groups interviewed, i.e., government, universities, 
foundations and industry. These people further state 
that since health is a matter of public interest, medical 
research is a government responsibility. 

Some men took the position that the government is 
willing and able to carry on certain kinds of research 
that other types of institutions are not interested in or 
are unable to handle, such as epidemiology, the health 
ofa city or research into population groups. 

At the opposite end of the pole, there were many 
vehement protests against large-scale government 
financing of medical research. This objection came 
from many men in industry, and from a few in uni- 
versities and nonprofit institutions. They compared this 
development to socialization of medicine and de- 
nounced it as another attempt to create encroachment 
on free enterprise. 

Others held the view that government funds will 
stifle the initiative of the pharmaceutic companies. 
Among some of the persons opposed to federal par- 
ticipation in medical research, there are people who 
have accepted it as inevitable. Some go even further 
and state that industry has a responsibility in guiding 
government policy. 

The interviewers asked, “How did government get 
into medical research?” Some of the respondents 
seemed to think that the strong upsurge of federal 
funds may be the result of political or vocational 
interests—either in the sense of a publicly elected 


official forwarding a popular cause for his own benefit 
or in the sense of national health organizations whose 
purpose is to plead for medical research. 


‘Lay Emotion’ a Factor 


Another closely allied opinion was the point of view 
that money is alloted on the basis of “lay emotion” 
rather than a scientific appreciation for what the needs 
really are. 

Opposite opinions were expressed by people who 
believe the cause is so worth while and the goals so 
important that the possibility of disproportionate ex- 
penditure on some diseases is, after all, of small 
importance. 

The question, “How much can money accomplish?” 
brought a distinct cleavage of attitudes: Many strenu- 
ously pointed out that “you can’t buy research with 
dollars.” Many of these objectors argued that “crash pro- 
grams” usually connote the “team approach,” which 
they say is no substitute for the singular contribution 
that individual researchers can make to science over a 
period of time. In this connection, one respondent ob- 
served, “You can’t make nine women pregnant and 
thereby produce a baby in one month.” 

The men who favored federal expenditures at or 
above the present level said that mass production is 
now possible in medical research, that money helps 
build facilities which encourage more research, and 
that projects the size of the cancer chemotherapy pro- 
gram will surely pay off eventually. 

Other respondents pointed to a lack of discrimina- 
tion in spending the money, i.e., that because there is 
such a large amount available no discipline has to be 
exercised. However, still others insisted that the NIH 


The National Health Education Committee 
reports a striking decline in the death rate from 
many of the major killers from 1944 to 1955. 
This has resulted from outstanding medical 
research discoveries—including penicillin, 
streptomycin, the tetracyclines, chlorampheni- 
' col, isoniazid and drugs to combat high blood 
pressure. The chart at the right shows the ex- 
tent of this decline: 
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standards for grants have remained consistently high 
and that last year unused appropriations were re- 
turned. 

There were, in addition, protests against duplication 
of research. Countering these opinions, the supporters 
of NIH believed that duplication is necessary when it 
confirms results of research. Some comments revealed 
the thinking that waste through duplication is in- 
finitesimal when viewed against the research goals. 
These latter respondents believe that the ultimate 
goals, in terms of human welfare, are so unquestion- 
ably worth while, and the amounts spent so minor 
relative to other government expenditures, that the 
ends are certainly justified. 


Fear Government Influence 


Some people feared that the government, by virtue 
of being such a prominent source of funds, will become 
too powerful in its influence on medical research. 
However, adherents of large-scale government ex- 
penditures pointed to the NIH use of study groups. 
These are groups of scientific people from all fields 
who make decisions on the grants which then are ad- 
ministered by the NIH. 

Although many university deans and scientists were 
grateful for government funds, some of these educators 
were fearful that the government will rob the schools 
of their independence. 

Some of the leaders interviewed believed that the 
government is wasteful and nonproductive and there- 
fore should not carry on any research itself but should 
spend the money through grants and outside con- 
tracts. 

The argument most frequently stated is that the uni- 
versity is the traditional source of basic research (one 
of the most pressing needs in medicine today) and that 
the government should give all its money for medical 
research to the universities. This group advocates also 
that the universities should be given a great deal of 
freedom in determining how the funds should be spent. 

On the need for scientific brainpower, the survey 
respondents were in virtually total agreement. This 
was considered a serious problem and extremely im- 
portant for the future of the medical research effort. 
One foundation executive explained, ‘Everyone in the 
United States is worried about personnel.” 


The consensus was that there are more opportuni- 
ties in the field than there are qualified people to 
handle them. Many believed that the present huge ex- 
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penditures for research will only complicate the situa- 


tion—unless there are enough capable scientists avai). 
able for the funds. A few respondents complained of 
the tendency to accept mediocre researchers. For, 
with so much to be accomplished and the money readj- 
ly available, there is a strong temptation to take “less 
than the best.” One man who shares this point of view 
explained, “A poor research man may very well stall 
the progress of medicine, because he comes to inade- 
quate conclusions. Someone later doing a project may 
either assume these conclusions are valid and start of 
with a wrong premise, or, on the other hand, discard a 
very fruitful line of research.” 

However, some scientific leaders believed that the 
number of available people always will be limited at the 
level of talent needed. Many reported a present strong 
competitive manpower situation. This, of course, is 
augmented by the increased numbers of research proj- 
ects throughout the country. Of all, the universities 
seem to be the hardest hit. 

The manpower needs were described as existing at 
two distinct levels: one is sheer numbers, the other is 
brains. The personnel shortages reach into all areas of 
the research effort. Technicians, administrators, crea- 
tive people, teachers—all are needed. But by far the 
greater need was said to be for scientific brains that 
produce ideas. Many of the interviewees visualize the 
ideal research scientist as creative and unorthodox. 
They say that the university environment, with its 
teaching-research-service combination, is the ideal 
stimulant for creativity. 

In another area of agreement, most respondents 
pointed to the financial stringency placed on compe- 
tent people who elect to enter or stay in the research 
field. Often research is viewed as having a limited 
ceiling in terms of potential earnings and advance- 
ment. Also, a few young men may be discouraged from 
entering the medical research field because they be- 
lieve that only the most successful investigators can 
achieve respectable incomes. 


Research Commands More Respect 


Another deterrent factor may be the status of scien- 
tists in our society. On the whole, the respondents be- 
lieved that the scientist’s position is not as respected 
in the United States as in other countries. They even 
stated that medical research does not command the 
respect accorded other professions in this country. 
However, a few of the persons surveyed commented 
that during the last 20 or 30 years research has been 
commanding more respect. 

Many people reported a waning of interest in the 
basic and biologic sciences. They said that the need for 
action goes back as far as the secondary school. Many 


GP Volume XVII, Number 5 


? 
St 
| 
n 
p 
ie b 
} 
: 
: 
Personnel Is Main Problem 
‘ 
= 


of the leaders interviewed also fear that in student 
counseling the nonfinancial rewards of medical re- 
search are too often ignored. 

All categories of leaders interviewed referred to the 
need and importance of doing a greater amount of 
fundamental research. Although this opinion was al- 
most unanimous, the recommendations for accom- 
plishing this objective were widely divergent. Many 
believed that the government should be a prime sup- 
porter of basic research but not the doer. Many em- 
phasized that the government should recognize the 
university as the seat of the basic research effort. Out- 
side of industry, it was commonly feared that the 
pharmaceutic companies are unappreciative of the im- 
portance of basic research. The respondents elabo- 
rated by saying that industrial organizations have been 
so intent on getting out new products that they have 
bypassed basic research activities. However, a good 
many industrialists protested against this point of 
view. 

Many people question whether the general public 
and Congress actually understand the need for basic 
research to precede developments such as the atomic 
bomb and medical discoveries. 


Category System Criticized 


The widespread organization of research into disease 
categories was strongly criticized. A major example of 
this is found in the organization of the National In- 
stitutes of Health—one for cancer, one for heart dis- 
eases, and so on. Many believed that the need to fit so 
much of the research effort into such categories is 
quite detrimental to research. It was a prevalent belief 
that the crash programs have made Congress and the 
public “applied research” conscious. It was pointed 
out by some that the public thinks in emotional sym- 
bols rather than scientific terms—that it has, for in- 
stance, no interest in the problems of cell physiology 


AMOUNTS SPENT IN 1955 


but on the other hand does appreciate the problem of 
curing cancer. 

Although fewer in numbers than the critics, some of 
the interviewees defended the categoric approach as at 
least being adequate (or even quite satisfactory) in 
providing for basic research. They explained that very 
often there are no strings attached to grants and that 
basic research is encouraged through the “general” 
category. 

Another major problem revealed in this survey was 
lack of effective communications. Relatively few of the 
people interviewed were conversant with the entire 
medical research field. Frequently the respondents 
would disclaim knowledge of entire areas of the field or 
entire facets of a problem. 

Much of the difficulty in communications was at- 
tributed to the busyness of the field. Keeping up to 
date with developments in one’s own specialty seems 
to keep most people fully occupied. It is becoming 
more difficult to know many men in the field person- 
ally. Therefore, there is a need to replace face-to-face, 
personal communications with other means. The dif- 
ferent segments of the field have many common prob- 
lems, so that there is a real need for new methods of 
communicating necessary information and ideas. 


Approve University Atmosphere 


The “new era” of medical research finds especially 
the government’s, but also industry’s, role becoming 
more prominent. However, there was wide agreement 
that the best fundamental work still is done at univer- 
sities and affiliated hospitals. Only the university, it 
was generally thought, can provide the atmosphere of 
freedom, contemplation and combination of disciplines 
and associations most conducive to fundamental work. 
The universities are also considered the major train- 
ing ground for investigators. Likewise, they provide a 
singular opportunity for service, teaching and research 


Amounts Allocated for Research by the Major 
Voluntary Health Agencies 


Amount Spent by the American People 
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to go forward hand-in-hand. Some people interviewed 
thought that the university has an opportunity to do 
applied research as well as the basic work for which it 
is noted. 

Securing funds to finance research projects is only 
one source of major concern for universities. “Men, 
not money” has become an equally prominent problem 
in medical schools. 

Many believe that the increased research grants have 
siphoned off some of the teachers and that taking this 
source of inspiration and direction away from future 
scientists will endanger the future supply of investiga- 
tors. 

Research institutes have sprung up on every cam- 
pus. But many administrators are worried about what 
will happen to permanent personnel commitments if 
the short term grants are cut off. 


Financia! Troubles Abound 


The medical schools, of course, already report finan- 
cial hardship. Since the interviewees reported a short- 
age of administrative funds and facilities generally, 
there is a need for fluid funds for unrestricted pur- 
poses. Many universities seem to be wary of accepting 
government money because the overhead allocation is 
insufficient to cover the costs involved. And adding a 
full-time teaching staff is costly. Estimates are that 
from 10 to 80 per cent of a school’s fofal activities are 
financed from research funds. 

Loss of independence is a cause of underlying con- 
cern for the universities, which are traditionally noted 
for their dedication to freedom. Educators often have a 
feeling of being caught in the middle, of being strained 
to the limit of tolerance, of hurry-up and waste. 

Moreover, the increase of research funds seems to 
have compounded the problems of administering these 
funds. There is the complaint of restrictions on 
grants, the most troublesome of which is considered 
to be the granting of research money for use within a 
disease category. Some of the interviewees, however, 
reported a gratifying trend toward fluidity, particular- 
ly in the granting of government funds. 

Survey respondents commended the NIH study 
group approach (committees of nongovernment re- 
search leaders who advise NIH on grants). Typical 
comments revealed that the study groups have made 
very few mistakes and that they act as fairly as can 


possibly be expected. 


Patents Worry Industrialists 


The chief impression regarding patent policy was 
that few persons, aside from those in industry and in 
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some government positions, have thought about them 
to any extent. People in the pharmaceutic i:dustry 
were the most articulate on this subject. In fact. many 
of them regarded this as one of their most serious 
problems. One major difficulty is that different branch. 
es of government seem to have different patent policies, 
Among those who have considered patent policy, there 
is a wide variation in opinion, ranging from those who 
favor individual patent rights with no government in- 
volvement to those who favor government ownership 
of patents arising from government-sponsored re. 
search. Some of the interviewees believed that medical 
institutions and pharmaceutic houses should give 
their patents to the public. 

Few people were concerned with production and 
distribution problems aside from those directly in- 
volved in these areas. 

When the interviewees were queried as to the role 
of the pharmaceutic industry in research, they re- 
sponded with a mixed pattern of attitudes. This was 
true of people both inside and outside of the industry. 
However, many people in all the groups interviewed 
indicated that the pharmaceutic industry has been 
growing in status as it has grown in size. They notea 
marked improvement in its prestige and influence in 
the medical research field. 

Some of the factors which have had a part in the 
changing status are said to be development by indus- 
try of uniquely outstanding facilities, particularly for 
applied research; the industry’s ability to attract top- 
flight scientists; and the important contribution it has 
made, both in its own right and in cooperation with 
government and academic research organizations. 
Quite a number of respondents, however, believe these 
plaudits should go only to a relatively few companies 
rather than to the industry as a whole. 


Lure Scientists From Schools 


A chief criticism of industry’s research role was that 
it has attracted some of the best scientists away from 
the universities. Some people said that the scientist 
can make a better contribution in an academic atmos- 
phere. These persons believe that industry is too 
eager to support findings on potential new products 
and will utilize such findings uncritically. 

Just what the pharmaceutic companies’ research 
role should be, seemed to be a moot question even 
within the industry. There were those who believe that 
industry should not (or cannot) do basic research. 
Others reported that as much as a third of their com- 
panies’ research budgets are spent on fundamental 
work. Again, the diversity in attitudes can be attrib- 
uted in part to lack of common knowledge about what 
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industry’s contribution has been. In the discussions, 
the more than $100 million that industry spent on re- _—‘ fraught with many new questions to be thought 
search in 1957 received very little attention compared —_ through—and old questions to be re-examined. The 
to the amounts spent by the government. first step, therefore, is an objective examination of the 

It is evident that this new era of medical research, _ issues, as reported in the survey just described. 
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A counci which will carry out a detailed and comprehensive program for evaluating foreign 
medical school graduates is now open for business in Evanston, Ill. Formation of this body is 
the medical profession’s answer to the mushrooming problem created by thousands of foreign- 
trained physicians now in the United States. 

The screening process was initiated to help maintain this country’s present high medical 
standards by making sure that foreign-trained physicians have reached an educational level 
comparable to graduates of American medical schools. At present, there are more than 6,000 
foreign-trained physicians here on temporary visas serving as interns or residents. All of them 
are supposed to return to their native countries on completion of their internship or residency 
training. There is another group of about 1,000 foreign-trained physicians who enter each 
year as immigrants or as American citizens returning after completing their medical education 
abroad. 

The new body, created to evaluate all these physicians, is called the Educational Council 
for Foreign Medical Graduates. It was formed after nearly three years of planning. For the 
next two years, the council will be supported by the Kellogg Foundation, the Rockefeller 
Foundation and the four sponsoring agencies, the American Medical Association, the Asso- 
ciation of American Medical Colleges, the American Hospital Association and the Federation 
of State Medical Boards of the United States. 

The council is incorporated in the state of Illinois and will be administered by a ten-member 
board of trustees comprised of two representatives from each of the four sponsoring agencies 
and two persons representing the public, one named by the United States Department of De- 
fense and the other by the United States Department of Health, Education and Welfare. The 
executive director is Dean F. Smiley, M.D., Chicago, former secretary of the Association of 
American Medical Colleges. The president of the board is J. Murray Kinsman, M.D., dean of 
the University of Louisville School of Medicine. 

The council will distribute to foreign medical graduates around the world authentic in- 
formation regarding the opportunities and difficulties involved in coming to the United 
States on an exchange student visa to take intern or resident training in a United States 
hospital, or coming on an immigrant visa with the hope of becoming licensed to practice. 

The council will also make available to properly qualified foreign medical graduates, still in 
their own country, all information on how to obtain certification. This involves a three-way 
screening process: 

1. The council will certify that a student’s educational credentials have been checked and 
found meeting minimal standards—18 years of formal education, including at least four years 
in a bona fide medical school but excluding hospital training. 

2. The council will certify that the command of English has been tested and found adequate 
for assuming an internship in an American hospital. 

3. The council will certify that the general knowledge of medicine, as evidenced by passing 
of the American Medical Qualification Examination, is adequate for assuming an internship 
in an American hospital. 

The council will provide hospitals, state licensing boards and specialty boards with results 
of the screening and will publish each year complete data regarding the numbers and place- 
ment of foreign medical graduates in this country. 

The council will not serve as a placement agency either for interns or residents nor will it 
attempt to evaluate the teaching program or inspect or approve any foreign medical school. It 
will not be an intercessor for foreign medical graduates having problems under discussion by 
state boards of medical licensure or specialty boards. 
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THE PROPOSED 40 per cent increase in New York Blue 
Cross rates recently suffered defeat. This proposal 
aroused a great deal of public interest for several 
months—with strong support for the application com- 
ing from hospital officials and spokesmen for several 
county medical societies, and strong opposition com- 
ing from labor and municipal fronts. 

Leffert Holz, New York state insurance superin- 
tendent, in denying the request, sided with city off- 
cials and labor groups. He disagreed with proponents 
of the 40 per cent hike who claimed that the dwindling 
$14 million free surplus fund would soon be exhausted. 

He said that during the course of the public hear- 
ings held in New York City on November 18 and 19, 
1957, many objectors contended that both the frozen 
surplus and free surplus funds exceeded the amounts 
necessary to protect tully all of the subscribers of the 
plan. 

However, he said that if it became necessary, he 
would allow Blue Cross (officially known as the Asso- 
ciated Hospital Service of New York) to make with- 
drawals from the special contingent surplus fund 
(frozen surplus) to meet the needs of the plan’s opera- 
tions. He added that he was prepared to give immedi- 
ate attention to any rate increase should it become 
apparent that the surplus fund was coming close to 
the point of exhaustion. 

Holz countered charges leveled at the plan’s salary, 
advertising and solicitation expenses. He said he was 
satisfied that these amounts were not in excess of 
amounts allowed by state statutes. 
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Mounting hospital costs seem to be at the bottom 
of the recent request for Blue Cross rate increases. 
Associated Hospital Service of New York reports 
that the average payment to hospitals 

for semi-private care increased 

from $19.03 to $25.41 a day 

from December, 1951 to May, 1957. 

The last Blue Cross rate increase was in 1952. 


Blue Cross Dilemma 


LOIS LAMME 


Largest Hospital Plan 


The AHS controversy has engendered interest 
throughout the nation. Chartered by the state of New 
York in 1934, Associated Hospital Service today isa 
vast community enterprise. It is the largest prepaid 
hospital care plan in the world, with almost 7 million 
subscribers enrolled in 17 counties. There are 265 
member hospitals in the area and 800,000 hospital ad- 
missions a year. Premium income amounts to approxi- 
mately $120 million a year. The plan, in all respects, 
is subject to the jurisdiction of the Insurance Depart- 
ment of the State of New York. 

In the opinion handed down by the Insurance 
Department, Superintendent Holz went on record ap- 
proving the AHS formula of payment to member hos- 
pitals. This formula, which has been in effect since 
1948, is based upon fluctuations in labor and food 
indices as compiled by the Federal Bureau of Labor, 
which are recognized as reliable data on the cost of 
labor and services. 

The present rate for Blue Cross insurance for an in- 
dividual (a member of an enrolled group) is $1.60 
month. For a family insured through a group, it is 
$4.36. Individuals and families who pay directly to 
Blue Cross each quarter are charged $6 and $15. 

Increased cost for hospital care was the reason given 
for the rate increase request. Blue Cross noted that 
hospital costs increased 33 per cent from December, 
1951, to May, 1957, and the average payment to hospt- 
tals for semiprivate care increased from $19.03 to 
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$25.41 a day. The last Blue Cross rate increase was in 
1952. AHS states that during the five-year period since 
then, hospital costs have risen more than 44 per cent. 
The organization further states that AHS payments to 
hospitals have had to be increased. 


Must Cover Costs 


Chairman of the board and AHS president, Charles 
Garside, reported, “Since AHS is a nonprofit, com- 
munity enterprise, operating pursuant to the require- 
ments of law and the Departments of Insurance and 
Social Welfare, it must pay reasonable and adequate 
rates to the hospitals to cover at least their costs for 
care rendered to subscribers of AHS.” 

The AHS request for a 40 per cent increase in sub- 
scription rates included 15 per cent for anticipated in- 
creases in hospital costs over the next three years. 
AHS contended that this was a realistic estimate and, 
barring a severe economic depression, one that might 
prove conservative as labor demands higher wages and 
other fringe benefits and as the economy continues its 
inflationary trend. 

The decision to permit the use of reserves set aside 
and required to be maintained at a certain level by law 
is not a solution of the need for higher rates, Mr. Gar- 
side pointed out. “‘Blue Cross, like an individual, must 
live on its income and not on the reserve funds main- 
tained for the protection of its subscribers,” he said. 

Mr. Garside added that although the State Insurance 
Department proposes the further use of AHS reserves, 
it also urges that they be maintained at safe levels. He 
stated that AHS would have to submit a new applica- 
tion for increased rates almost immediately. 

The most vocal critic of the proposed increase was 
Harold Faggen, a welfare and insurance fund con- 
sultant to labor and management groups. Faggen 
charged that slightly altered Blue Cross bookkeeping 
would show a net profit of more than $2 million in- 
stead of a loss for the last year. He also maintained 
that Blue Cross has misrepresented its payments to 
hospitals and the benefits it attained for subscribers. 


Sees ‘Commercial’ Trend 


Another consultant to the two major labor councils 
maintained that signs of “commercial thinking and 
standards” have begun to creep into Blue Cross policy 
making. 

Several speakers at the hearings raised objections 
concerning composition of the board of directors. 
They complained about the disproportionate number 
of physicians and hospital representatives on the 


board. They suggested that labor and other public 
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groups, members of which are plan subscribers, are 
entitled to greater representation. The Blue Cross 
governing bodies, it was argued, are generally com- 
posed almost entirely of persons who proceed from 
the point of view of the providers of services. 

Holz explained that he was not empowered to rule 
on this objection and that it is a matter requiring legis- 
lative consideration. 

The Blue Cross dilemma in New York State is in 
evidence also in other parts of the country. In New 
Jersey, two hospitals recently canceled their Blue 
Cross contracts. The hospital officials asserted that the 
Blue Cross made inadequate allowances for services 
and care. 

They held that Blue Cross payments should cover 
the cost of free services for indigent patients, hospital 
staff research and depreciation reserves for renewal 
and maintenance of equipment. Carl K. Withers, 
president of the New Jersey Blue Cross, said that the 
plan now pays hospitals almost 95 cents out of every 
dollar it receives from its subscribers. 

In subsequent action, the New Jersey Blue Cross 
asked the State Department of Banking and Insurance 
to approve an over-all increase of 28.9 per cent in its 
hospitalization insurance rates. In its application, the 
Blue Cross insisted that this action was essential if it 
was to maintain a surplus of funds to continue its 
operations. 


Suggests ‘Deductible’ Clause 


An innovation to improve some of the Blue Cross 
practices was proposed in a recent letter to the New 
York Times, written by Charles E. Gregory, a member 
of the governing board of a 405-bed hospital. Mr. 
Gregory explained that Blue Cross payments are now 
all-inclusive, commencing with the day the patient 
enters the hospital. Other forms of insurance cover- 
age, he continued, such as damage to an owner’s car 
as the result of an accident or damage to a building by 
the elements, require that some portion of the cost of 
repairing such damage be met by the insured. This is 
contained in the so-called deductible clause of the 
policy, and raises the question whether it would be 
advisable to include a similar provision in hospitaliza- 
tion insurance. 

**Such an innovation,” Gregory said, “would reduce 
considerably the largess which Blue Cross bestows 
upon its clients—at the hospital’s expense. In addi- 
tion, it would curtail to a great extent the overcrowd- 
ing now afflicting most voluntary hospitals, due to a 
great extent to the high incidence of minor procedures 
which prior to Blue Cross were performed in a doc- 
tor’s office.” 


147 


rest 
New 
iS a = 
aid 
ion 
265 
ad- 
= 
ots, 
irt- 
ice 
ap- 
OS- 
ce 
or, 
of 
n- 
ba 
is 
to 
en 
at : 
T, 
to 
|_| 


Viewpoints on Service 


Some equitable resolution of Blue Cross policies is 
in order. Three distinct viewpoints have come forth 
during the New York dilemma. One of these was ex- 
pressed in a letter to the New York Times by Mr. 
Michael M. Davis, director of medical services of the 
Julius Rosenwald Fund and chairman of the Executive 
Committee of the Committee for the Nation’s Health: 

“The public at large, whether Blue Cross subscribers 
or not, has reason to be aggrieved when Blue Cross 
conducts itself like a self-contained private business, 
instead of an agency having the privileges and immu- 
nities of a nonprofit body established to perform a pub- 


**The question is not how close to the brink Bluc Cross 
can be required to live. The statute does not intend 
that this great nonprofit public service shall have a 
‘brink’ existence. The statute intends that there shall 
be in terms of confidence security beyond all peradven- 
ture for the millions who prepare for possible hospital 
needs.” 

Commenting generally upon New York’s Blue Cross 
operations, Superintendent Holz stated that AHS has 
been of great benefit to the community. “This is 
abundantly demonstrated by its acceptance,” he said, 
“and by the fact that in its more than 20 years of opera- 
tion not only has it developed a high standard of hos- 
pital care when most needed but currently it makes its 


lic service.” 


The AHS position has been summarized in part as: 


services available to about 7,000,000 persons through 
the prepayment method.” 


WHAT OTHERS ARE SAYING... 


The Family Physician 
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ALTHOUGH the characteristics of general practice vary somewhat in different localities, gen- 
eral practice is essentially a one-man performance based on a physician-patient relationship 
that is much more personal than that between the specialist and his patient. Furthermore an 
outstanding characteristic of general practice is the rendering of continuous care, seeing every 
member of the family through every crisis involving health, and often foreseeing and averting 
trouble through the application of sound preventive measures. 

To provide this kind of service the physician must possess a sound knowledge of medicine 
but knowledge alone will not bring success. The family physician must above all have com- 
passion, sympathy, and understanding. The patient must recognize that here is someone who 
is with him all the way and must feel an emotional relief as a result of this confidence. The 
ability to inspire such confidence is based on sincerity and is the true essence of the so-called 
“bedside manner.” Unfortunately it cannot be taught in school or learned from books, but 
the physician who has it would literally rather see one of his patients than eat. The phone 
call at meal time is not an irritating interruption but a welcome call to service and an evidence 
of the esteem in which he is held. 

This relationship is a fragile thing and can be irreparably damaged by an impression of 
indifference, a reproving look, an unsympathetic word, a quick glance at the clock, a prescrip- 
tion written before the patient has finished telling about his illness, a failure to examine the 
patient, or any of a number of similar acts. If confidence is destroyed, the most scientific 
treatment in the world will fail to be appreciated and may even fail to help the patient. So 
great is this factor in healing that a well-loved family physician who has failed to explain to 
a patient why he is giving a certain medicine may be embarrassed to find that it has cured 
the wrong complaint. 

The chief function of the family physician is to examine his patient for any condition of 
any part of the body with sufficient thoroughness and to be able to set the right course if it is 
beyond his scope to treat. But he renders the best service to his patient if he does as much 
as he can in the way of diagnosis and treatment before summoning a consultant. 

Often a patient becomes unduly alarmed over some unfamiliar phenomenon such as palpi- 
tation or skipped beats, or a parent becomes worried because a child has flat feet or stutters. 
From the scientific standpoint, the answer may be a difficult job, requiring the utmost “art of 
medicine.” 

Yet the allaying of such fears is of the greatest importance to the future of the patient. 
Because general practice is such a personal thing, each family physician must treat his pa- 
tients in his own way, but this involves a responsibility to maintain a high standard of med- 
ical care.— World Medical Journal, Vol. 4 
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A New Approach to Figure Drawing. By Leopold Caligor, Ph.D. 

Pp. 148. Price, $4.50. Charles C Thomas, Spring field, Ill., 1957. 
For MANY YEARS psychologists have recognized the ability 
to reveal personality through figure drawing. The draw- 
ings are handled during analysis as manifest dream material 
and are capable of reflecting the projected self. 

The author felt that a simple drawing left many questions 
unanswered. In the following manner he realized a series 
of drawings rendered on transparent overlays: After com- 
pleting the first drawing, a clear sheet of onionskin is 
placed over it and the subject redraws the original with 
the opportunity to add to, subtract from, change or leave 
alone his original drawing. After completing the second 
drawing, a white cardboard is inserted beneath it and 
another clear sheet of onionskin is placed over it. The 
subject again redraws with the same opportunities as before. 
This is repeated until a series of eight interrelated drawings 
have been rendered. 

The scoring system has proven sufficiently accurate so 
that different scorers will arrive at similar conclusions. 

The author describes the test’s scoring:dimensions, 
formulates a tentative definition of each dimension’s 
personality implications and demonstrates how integration 
of the presently delineated structural dimensions and 
cumulative, interrelated graphic content can yield a per- 
sonality picture. 

Dr. Caligor’s exciting book is recommended to anyone 
interested in clinical psychology. —Bucio MELLONI 


Dermatologic Formulary. New York Skin and Cancer Unit. By Frances 
Pascher, M.D. Pp. 172. Price, $4.00. Harper ¢ Brothers, New 
York, 1957. 


Tuis, 1 BELIEVE, is the most complete and concise der- 
matologic formulary available in the English language. 
It 1s not a text on dermatology, involved with the descrip- 
tion, diagnosis and pathologic physiology of skin diseases ; 
rather it deals specifically with treatment. 

Itis apparent that the prime motive in publication of this 
ormulary was to bring to the practitioner a list of the most 
tried, useful and successful dermatologic prescriptions, 
together with a brief and simple explanation of their uses, 
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Practitioner's Bookshelf 


indications and contraindications. This is a numbered list 
of formulas compiled so that a longer or shorter list can 
easily be selected to accommodate the needs of any par- 
ticular office, clinic or hospital. 

Preparations in this formulary are based not on guess- 
work, theories or the selections of one man, but are the 
composite experiences of leading teachers of dermatology 
in the largest paid outpatient service of dermatology in 
the world, New York University—Bellevue Medical Center. 

The purpose, as set out above, has been accomplished 
in an exact manner. I consider this formulary to be es- 
sential, as a desk reference, to every generalist attempting 
dermatologic therapy. —Anos N. JOHNSON, M.D. 


Chest X-Ray Diagnosis. By Max Ritvo. Pp. 640. Price, $16.00. Lea 

é> Febiger, Philadelphia, 1957. 

Tuis 1s the second edition of this excellent text which deals 
with diagnosis of diseases of the lungs and heart by roent- 
gen methods. The first edition was published only four 
years ago, but advances in x-ray diagnostic criteria and 
techniques have been so numerous during this period 
that a new edition is fully justified. 

The introduction carries many important messages re- 
garding roentgen diagnosis. Perhaps the most important, 
however, is the recognition that many chest x-ray patterns 
are not pathognomonic since different entities can produce 
identical roentgenographic alterations. Another valuable 
concept emphasizes that knowledge of the clinical history, 
physical examination and laboratory findings is an integral 
part of adequate roentgen interpretation. 

The first section deals with roentgen methods of ex- 
amining the lungs. The various techniques are discussed, 
including the need of all positions in roentgenography, 
the role of fluoroscopy, body section radiography and 
supervoltage diagnostic roentgenography. Bronchography 
is mentioned only briefly and the great value of this pro- 
cedure is not given adequate emphasis. Following a demon- 
stration of the roentgen findings in the normal chest, there 
is a complete discussion as well as excellent x-ray repro- 
ductions of diseases which affect the lung parenchyma, 
mediastinum, diaphragm, pleura, bony thorax and soft 
tissues of the chest wall and neck. 
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anginaphobia: must anger cause angina? 


Fear of anginal attack may cause a patient to simmer in 
repressed hostility — potentially as harmful as blowing off steam. 


Remove the fear factor by lowering the anginal attack rate. Peritrate, 
a long-acting coronary vasodilator, reduces the frequency and severity 
of attacks, lessens nitroglycerin dependence, increases exercise tolerance. 


For the unduly apprehensive patient (especially early in treatment), 
Peritrate with Phenobarbital relieves tension without daytime drowsiness. 


Usual dosage: 20 mg. of Peritrate before meals and at bedtime. 


(WARNER-CHILCO 


The second part of this fine book is concerned with the 
heart and great vessels. The newer methods of roentgen 
examination and cardiac mensuration are discussed. The 
various diseases of the heart and great vessels are thoroughly 
presented. The section on congenital heart disease is 
especially commendable. The roentgen pattern of each 
congenital defect is correlated with the clinical manifesta- 
tions, electrocardiographic findings, cardiac catheterization 
and angiocardiography. 

This book can be unqualifiedly recommended to assist 
the general practitioner in the roentgen diagnosis of diseases 
of the lungs and heart. —Sor Katz, M.D. 


Systemic Arterial Embolism. Modern Medical Monographs 14. By 
John Martin Askey, M.D. Pp. 157. Price, $5.75. Grune & 
Stratton, Inc., New York, 1957. 


Tis MopERN medica! monograph is a concise and well- 
Witten review of an important subject. Mechanisms of 
intracardiac clot formation in rheumatic and arteriosclerotic 
heart disease are discussed in some detail. Many illustrative 
cases are described from a great variety of sources. Pertinent 
Telerences are extensive, numbering 281. 

Dr. Askey uses universally the new term “antithrombotic” 
for “anticoagulant.” His prophylactic viewpoint may be 
best described by this direct quotation: “*. . . whatever the 
€stimate, active antithrombotic treatment ordinarily is 
justified only after the first recognized embolism. Hence, 
the urgency to find evidence of even minor embolism. 
Once the diagnosis of embolism is established, any post- 
ponement of antithrombotic treatment assumes that further 
embolism will not occur ... the reported experience is 
overwhelmingly against this assumption.” 

Some might find discussion of surgical factors in sys- 
temic arterial embolism inadequate. 

This little book is a useful addition to the library of the 
general practitioner, particularly if he has a special in- 
terest in cardiovascular disease. —Joun C. Rose, M.D. 


Human Blood Coagulation and Its Disorders. 2nd ed. By Rosemary 
Biggs, M.D. and R. G. MacFarlane, M.D. Pp. 476. Price, $8.50. 
Charles C Thomas, Springfield, Ill., 1957. 

Tis is the second edition of a previously well received 

book on blood clotting and its disorders. The new revision 

follows well on the footsteps of its predecessor, being 
probably the best and most complete review of the field. 

The arrangement of the book is good. In the first half 
are presented theory and research background on the 
Mature of the clotting mechanism and its factors. Here 
the authors attempt to separate observations from inter- 
Pretations and hypotheses, a deed not always well done in 
the general clotting literature. Although it is impossible 
Hot to editorialize in places, the writers do a good job 
in distinguishing fact from fancy. 

The second half is taken up with discussions of the 
diseases of coagulation and their management. The material 
here is 2 bit less controversial and is adequately covered. 
Finally, many useful methods for the study of clotting 
Processes are described in the appendices. Of particular 
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Two New Mosby Books—— 


Willson, Beecham, Forman, Carrington 


OBSTETRICS AND GYNECOLOGY 


Bridging the gap between the exhaustive encyclopedic 
works and concise synopses, the new OBSTETRICS 
AND GYNECOLOGY is the first combined book on 
the subject. It emphasizes the changes produced in body 
structures and their function by various obstetric and 
gynecologic conditions. The authors discuss changes in 
maternal physiology during pregnancy, the growth and 
development of the child, the management of normal 
pregnancy and the etiology, diagnosis and management 
of complications of pregnancy. Integrating related ob- 
stetric and gynecologic material, this book is a source of 
useful information on the functions, dysfunctions and 
disorders of the pelvic organs in nonpregnant women 
and the diagnosis and management of gynecologic dis- 
orders. 

By J. ROBERT WILLSON, M.D., Professor and 
Head of the Department of Obstetrics and 
Gynecology, Temple University School of Medicine 
and Temple University Medical Center; CLAYTON 
T. BEECHAM, M.D., Clinical Professor of Ob- 
stetrics and Gynecology, Temple University School 
of Medicine and Temple University Medical 
Center; ISADOR FORMAN, M.D., Clinical Pro- 
fessor of Obstetrics and Gynecology, Temple 
University School of Medicine and Temple Uni- 
versity Medical Center; and ELSIE REID CAR- 
RINGTON M.D., Assistant Professor of Obstetrics 
and Gynecology, Temple University: School of 
Medicine and Temple University Medical Center. 
Available this month. Approx. 665 pages, 634"x 
934", 267 illustrations. About $10.50. 


Burdette — ETIOLOGY AND 
TREATMENT OF LEUKEMIA 


A recording of the proceedings of the First Louisiana 
Cancer Conference, ETIOLOGY AND TREATMENT 
OF LEUKEMIA gives you a brief review and outline of 
current progress in the treatment of leukemia and its 
possible causes. Covering the ideas and exchanges be- 
tween the 15 contributors who participated in this 
Symposium, this book contains more detailed and up- 
to-date information than any current book available 
and has a broader scope than journal articles. While re- 
taining much of the spontaneity and flavor of its original 
presentation, the authors discuss such recent advances 
as Chemotherapy of leukemia, with Myleran, Chloram- 
bucil, and present evidence for irradiation and viruses as 
causative agents of leukemia. The detailed bibliog- 
raphy and summary passages are valuable to the 
physician who desires a more comprehensive survey of 
etiology and treatment. 


Edited by WALTER J. BURDETTE, Ph.D., M.D., 
Professor and Head of the Department of Surgery, 
University of Utah College of Medicine, Salt Lake 
City, Utah. Ready this month. Approx. 160 pages, 
634"x934", 22 illustrations. About, $4.00. 


At your Favorite Bookstore or Order on 10 Day Approval from 


The C. V. MOSBY Company 


3207 Washington Bivd., St. Louis 3, Mo. 
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degreases the skin 
and helps remove blackheads 


Fostex contains a combination of surface 
active agents (Sebulytic*) which: 
Completely emulsify excess oil so that 

it is quickly washed off the skin. 


Penetrate and soften comedones, 
unblocking the pores and facilitating 
removal of sebum plugs. 


Fostex dries and peels the skin 


The Sebulytic base of Fostex dries and 
promotes peeling of the skin . . . actions 
enhanced by the keratolytic effects of 
micropulverized sulfur and salicylic acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl 
polyether sulfonate, sodium dioctyl sulfosuccinate.) 


is easy for your ti te use 

< Patients stop using soap on affected skin 
areas. Instead they use Fostex for thera- 
peutic washing of the skin. The Fostex 
lather is massaged into the skin for 5 min- 
utes—then rinse and dry. 


WESTWOOD Pharmaceuticals 


Division of Foster-Milburn Co. 
468 Dewitt Street - Buffalo 13, New York 


FOSTEX CREAM 

for therapeutic washing of 

skin in the initial phase of acne 
treatment, when maximum 
degreasing and peeling 

are desired. 


FOSTEX CAKE 


for maintenance therapy to 
keep skin dry and substantially 
free of comedones. 
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benefit throughout the book is a summary following each 
chapter, enabling a quick review or an extensive study 
of a given problem as is desired. Tables and graphs are 
more than adequate for the average reader. 

As is true of all texts, the material is somewhat out of 
date before it appears. Because of this, one must use care 
in substituting it for a complete review of the literature 
when one is studying a patient with a possible “new” 
defect. For example, the confusion between Stuart factor 
and Factor VII is not clarified because most of the work is 
too recent to be included. In the reviewer’s opinion, the 
authors handle well the matter of terminology, but con- 
troversial as it is, many will find exception to the names 
assigned to the clotting factors. The authors indicate their 
reasons for their choice of names and insofar as is possible 
try to give synonyms as well. 

Although it is the best book in the field, it cannot be 
recommended for purchase by the student or general 
practitioner. The subject matter is too complicated, con- 
fused and controversial. The text should be part of every 
medical library, however, and would be very useful for 
consultation in any laboratory where clinical coagulation 
studies are being done. As a reference work, it is cur- 
rently unsurpassed. —Paut R. McCurpy, m.p. 


Year Book of Cancer, 1956-1957. Edited by Randolph L. Clark, Jr., 
M.D. and Russel W. Cumley, Ph.D. Pp. 572. Price, $7.50. 
Year Book Publishers, Inc., Chicago, 1957. 


THIS REPRESENTS a new addition to the annual series of 
medical Year Books in an attempt to collect from the vast 
amount of medical literature the significant articles in the 
field of oncology. A group of 119 editors, each with some 
specific interest or information, was divided into 25 groups 
to survey individual areas in this field. The resulting 
compilation of 207 articles comprises the content of this 
publication. 

The various sections include a division into the body 
areas affected, systems involved, types of therapy (chemo- 
therapy, radiation, surgery, etc.), genetics, epidemiology, 
basic research, radiophysics and diagnostic measures. How- 
ever, a more orderly organization of these sections would 
have been of value to those utilizing the book as a source 
of review. 

The articles chosen are in general those of greatest 


interest in particular clinical areas of the field of cancer, - 


and the content has been enhanced by having the authors 
abstract their own articles. The choice of articles in general 
has been excellent. The individual content of each article 
cannot be commented upon in a review of this type, but 
with the annual publication of this Year Book, physicians 
will be able to review recent developments in oncology. 
With a critical evaluation of these developments, the stand- 
ards of medical management of the cancer patient cannot 
help but be raised. This is a worthwhile review of the 
literature in a field of medicine too often pushed into the 
background by busy physicians, and a valuable ancillary 
book for the senior medical student as well. 
—Bnruce I. SHniper, M.D. 
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New (Sth) Edition! 


Levine’s Clinical 
Heart Disease 
Up-to-date, bedside methods of 


cardiac diagnosis and treatment 


GREAT clinical cardiologist gives you an easy-to-under- 
A stand picture of the practical, bedside methods he is 
using today with his heart patients. 

Dr. Levine presents each disease individually. He gives you 
the complete symptomatology. He details precisely the 
methods of examination and their technique. His advice on 
differential diagnosis, the helpful material on pathologic 
physiology, and the new emphasis on diagnosing the degree of 
impaired function all add to this book’s usefulness. 

Not a single phase of treatment is neglected. Regardless of 
the cardiac problem involved, you'll find here the actual 
management that Dr. Levine is using so successfully today. 
Drugs, rest, diet and surgical measures are all considered. 


Features of the New (5th) Edition: 


e Evaluation of latest drugs for 
various types of heart disease 


¢ Completely revised chapter on 
Congenital Heart Disease 


¢ New help on management of 
myocardial infarction 


¢ A keen look at heart surgery today, 
its indications and results that may 


be expected 
Advances electrocardiogra 
and vectorcardiography phy 


By Samuet A. Levine, M.D., F.A.C.P., 
inical Professor of Medicine, Harvard 
Medical School; Physician, the Peter Bent 
Brigham Hospital, Boston; Consultant Cardi- 
ist, Newton-Wellesley Hospital; Physician, 
New England Baptist Hospital. 673 pages, 


634"x94", illustrations, 914 tro- 
cardiograms. $9. 
New (5th) Edition! 


Order 


GP 5-58 
W. B. SAUNDERS COMPANY 
West Washington Square, Philadelphia 5 


Please send me and charge my account: 
Levine’s Clinical Heart Disease.............. $9.50 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 

* * * 
® Sleep paralysis may occur more often than realized. 


It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


accompanied by the inability to speak or hallucinations. 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 


* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .”’ 
—Sir Philip Sidney 


You can trust LorusaTE®—new intermediate- 
acting barbiturate—to bring sleep quickly 
and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 
span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTr’s new 
form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 
“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 

- International Certificates of Vaccination that you 
make up for a traveler-patient. 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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Practice of Medicine, 6th ed. By Jonathan Campbell Meaki:. M.D. 
Pp. 1,916. Price, $16.00. The C. V. Mosby Co., St. Loui:, 1957. 


For some 20 years Dr. Meakins has endeavored tv make 
available a compendium of information for the student and 
the practitioner of medicine. That he has been successful 
as a one-man editor is proved unquestionably by the im. 
mense popularity of his text. 

Recently he has changed the volume, using a nuniber of 
associate editors. The basic material has been altered, 
improved and updated. Comparison of an earlier volume 
with the present text shows the drastic differences in 
therapy that have evolved in some 15 to 20 years. 

The general approach to all disease under Author 
Meakins remains the same—that man’s disease must not 
be studied as a single entity but as a part of all disease. 
He thus defends and reminds us of the unity of medicine, 
always old yet always new. Within most of the chapters 
there is included some reference to the effect of the disease 
or treatment on the psyche. 

The author reminds us, too, that laboratory data are 
helpful, interesting and valuable but with other things lack- 
ing, they can be discarded. 

With most of his associate editors, the form has re- 
mained the same, i.e., definition, etiology, pathology, 
symptoms, diagnosis and treatment. For the busy prac- 
titioner’s benefit, the last three headings are given much 
more importance and will interest the average physician. 

An excellent index is provided and there are sufficient 
references at the end of each chapter. The language is 
good, the style direct, and the discussion of a subject 
kept to a reasonable minimum. 

Meakin’s volume will be the chief text on the desks of 
thousands of students and the chief reference work for 
tens of thousands of practicing physicians. 

—Fount RICHARDSON, M.D. 


The Medical Interview. A Study of Clinically Significant Interpersonal 
Reactions. By Ainslie Meares, M.B.B.S. Pp. 117. Price, $3.50. 
Charles C Thomas, Spring field, Ill., 1957. 


Tuere 1s a twilight zone in general medical practice be- 
tween the factual evaluation of the patient with banal dis- 
ease and psychotherapy for the overt psychotic, a treat- 
ment relegated to the specialist. This reviewer has never 
before encountered a book which so clearly delineates and 
illuminates this area of practice. Briefly and succinctly, 
Ainslie Meares has identified the cardinal points of emo- 
tional contact between the doctor and his patient. 

Every contact with another person involves some degree 
of emotional interchange, often so subtle as to escape or be 
unworthy of conscious recognition. The doctor-patient 
relationship is surcharged with emotional content, to a de- 
gree which often profoundly affects the future course of 
the relationship. The physician known for his good “bed- 
side manner” is intuitively employing this electric potential. 
A clear understanding of these unseen forces (which orient 
the patient’s psychodynamics toward his recovery) gives 
the physician a powerful means of assuring favorable out- 
come in any form of treatment. 
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After scanning the field of interpersonal relationships, 
the author describes and lays out the simpler tools of 
psychotherapy as a surgeon would lay out his instruments 
—establishment of rapport, meaning and use of silences, 
abreaction, suggestion, passivity. The pitfalls of interview- 
ing are clearly marked. All physicians have experienced 
frustration or hostility with some patients; this book ex- 
plains why and metes out the antidote. 

The facility of the author’s style and the avoidance of 
technical psychiatric jargon make this book most readable. 
The heading of sections and paragraphs in blackface renders 
all the material accessible for future reference. Every prac- 
titioner should profit from study of this book; however, it 
is indispensable for the generalist or internist who wants to 
save time during the interview and yet contribute to the 
patient’s recovery. — Danie M. Rocers, 


Pathology. 3rd ed. By W. A. D. Anderson. Pp. 1,400. Price, $16.00. 
The C. V. Mosby Co., St. Louis, Mo., 1957. 


Continuous usE of this book would benefit all doctors. 
Younger doctors who have entered practice in the last ten 
years have accepted it as a standard and are thoroughly 
familiar with its contents, since it is used in many medical 
schools as the pathology text. They well know that this is an 
encyclopedic text, giving not only the morphologic anatomy 
of the disease but also a good description of the clinical 
picture and complications, as well as possible prognosis. 
There is no doctor in general practice who could not 
gain by additional knowledge of pathologic processes. This 
is the kind of a volume to which he can easily refer and 
obtain most of the information he should have. The book 
has 1,400 pages with 1,294 illustrations. The illustrations, 
even of microanatomy, are clear and distinct. The type is 
clear and makes accumulation of information relatively 
painless. This volume can be highly recommended to any 
practicing physician, whether in general practice or 
specialty. —J. Auison Cary, M.D. 


Modern Perinatal Care. By Leslie V. Dill, M.D. Pp. 299. Price, $6.50. 
Appleton-Century-Crofts. Inc., New York, 1957. 


ALTHOUGH MUCH specialization has taken place in the field 
of obstetrics, general practitioners remain the chief source 
of obstetric care to our growing population. The concept of 
perinatal care, a system of care designed for every woman 
from the time of conception to weeks and even months 
following delivery, has become synonymous with good 
obstetrics. Dr. Dill has covered the concept of perinatal 
care adequately and has managed to produce a volume 
that is readable, factual, concise and carefully documented. 
The arrangement into chapters of varying length, each of 
which covers a single subject, makes this book suitable for 
quick reference. Schedules for therapy are provided in 
clear, concise tables complete with locale, activity, diet, 
fluids, medication, visits, observations and interference. 
General practitioners who include obstetrics in their 
practice will find this book a most useful addition to their 
teading for it represents a quick source of answers to 
many perplexing problems of modern perinatal care. 
—Georce L. THORPE, M.D. 
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sleep from 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®—120 mg. (2 grains). 4 
4 


Adult somnifacient dosage: 1 purple Caplet 
15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


e 
LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles." ‘Pain 
in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ '? 
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@imenth Anniversary Assembly Breaks All Records 


Dallas Meeting Sets New High in Attendance and Exhibits 


TEXAS-SIZE, record-breaking Assembly opened in Dallas on March 
Di and closed March 27. Attendance records matched the high ex- 
nectations of Academy members and employees who hoped this Tenth 
MMAnniversary Assembly and Annual Meeting of the Congress of Dele- 
Mmipates would be the best in the Academy's history. The Dallas Southern 
inical Society joined with the Academy in this Assembly, the Tuesday 
weientific program being designated as “DSCS Day.” 

The total attendance of 7,431 surpassed the record in Washing- 
ion in 1956 by 279. Total attendance at all previous assemblies was 
as follows: 


1949 - Cincinnati ............. 3,519 1954 - Cleveland ............... 5,817 
M1950 - St. Lowis 5,062 1955 - Los Angeles ...........: 6,081 
mn1951 - San Francisco .......... 4,221 1956 - Washington ............ 7,152 
- Atlantic City .......... 4,295 1937 St. 6,111 

1953 - St. Louis ..............---- 5,358 


A breakdown of the Dallas attendance shows 3,634 doctors, 973 
technical exhibitors, 222 scientific exhibitors (nonphysician) and 
2,602 ladies and guests. 

= The number of scientific and technical exhibits also exceeded all 
previous Academy records. The 88 scientific exhibits on display had 
been screened from more than 400 possible exhibits. Technical ex- 
hibits, numbering 268, had also been carefully selected to contribute 


to the doctors’ visual education. 5a 
The Congress of Delegates convened in Dallas’ Statler Hilton, the ‘ a 
headquarters hotel, prior to the Scientific Assembly. Dallas’ new and ’ oe 
modernistic Memorial Auditorium was the setting for the scientific fe b a 


Qualitywise, the Assembly received high praise. The elections were oa 
Sharacterized by a high degree of unanimity; the 33 noted scientiff 
Speakers were greatly appreciated. Many compliments were heard on 
Bee prases of the Assembly's operations. Fayetteville, Ark.; Dr. Holland T. Jackson, Fort Worth, in- 
Local arrangements in “Big D” were handled by a committee 

Seeeaded by Dallas Physician Dr. George V. Launey. The Texas variety and Retiring President Malcom E. Phelps, El Reno, Okla. 
fee southern hospitality pervaded all social events. Mrs. Warren Shoe- 
Galt, wife of a Dallas family doctor, was chairman of the Ladies’ En- 
@tainment Committee which planned a program of resounding suc- 
cess. 
Certain special events marked the decade of Academy history. Past 
Presidents of the Academy were honored in a special ceremony. A 
Mcimentary film, “Building for Tomorrow,” prepared by Wyeth 
Eboratories to depict ten years of Academy growth, scored a high 
Boxoffice rating with the members. Century Club members, those who 
mive made $100-or-larger contributions to the Academy's Building 
find, were honored luncheon guests on Tuesday. 

Dr. Holland T. Jackson, Fort Worth, Tex., was inaugurated presi- 
dent of the Academy on Wednesday night. He reminded the member- 

ship that although the Academy has made fantastic progress, this is 
pei@arily a time to look ahead and plan not for the next year nor for 
Me next ten years—but for many future years. 
By a vote of acclamation, Dr. Fount Richardson, Fayetteville, Ark., 

the Academy's new president-elect. Dr. Richardson, who has The Aced ‘1 

been very active in the Academy and other medical organizations, re- flag 
Med this year after two terms as chairman of the Board. Hilton, headquarters hotel for the Tenth Annual Scientific 
The retiring president, Dr. Malcom E. Phelps, El Reno, Okla., was Assembly. 


out the Assembly. They are President-elect Fount Richardson, 
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The traditional ceremony, transfer of the gavel from the out- 
going to incoming president of the Academy, was a high 
point in the inauguration ceremonies held Wednesday night. 
Retiring President Malcom E. Phelps, El Reno, Okla., (left) be- 
stows his blessings and the gavel on the Academy’s eleventh 
president, Dr. Holland T. Jackson, Fort Worth, second young- 
est man to hold this office. 


These men were the Congress’ choice for the three new mem- 
bers of the Board of Directors. They are, (left to right), Drs. 
James M. Perkins, Denver, John Paul Lindsay, Nashville and 
Paul S. Reed, Omaha. 


Chairman of the Board for 
the coming year is Dr. John 
G. Walsh, Sacramento. Dr. 
Walsh succeeds President- 
elect Dr. Fount Richardson. 


The Board of Directors re- 
tained the treasurer, Dr. Al- 
bert E. Ritt, St. Paul, first 
elected to this post at last 
year’s Assembly. 

v 


First to know the election results were these tellers in the 
Congress of Delegates: Left to right, Drs. Blair Ellsworth, 
Harold Pickwick, Ralph J. Lum, Jr. and Jason C. Sanders. 


one of the founding fathers of the organization and a founder of th 
Oklahoma chapter. His career with the Academy has paralleled tk 
growth of the organization. 

Dr. Charles C. Cooper, St. Paul, Minn., was elected by acclamatigy 
to the vice presidency. Dr. Cooper, chairman of the Commission o 
Hospitals, will succeed Dr. Fred Simonton of Chickamauga, Ga. 

The Congress elected three new Board members to help guide 
Academy policy during the next three years. Dr. John Paul Lindsy 
Nashville, Tenn., Dr. Paul S. Read, Omaha, and Dr. James Perkins 
Denver will succeed Drs. Fount Richardson, Charles C. Cooper and 
D. Wilson McKinlay. 

The speakers of the Congress were unanimously re-elected. Speaker 
James D. Murphy, Fort Worth, has been elected to this post four times 
and Vice Speaker Horace Eshbach, Drexel Hill, Pa., three times. 

By Congressional action, Mr. Mac F. Cahal’s title was changed from 
“executive secretary” to “executive director.” 

At the organizational meeting of the new Board on Thursday, Dr. 
John G. Walsh, Sacramento, Calif. was elected chairman and Dr, Al 
bert E. Ritt, St. Paul, was re-elected treasurer. The Board appointed 
Drs. Floyd C. Bratt of Rochester, N. Y., and Norman R. Booher of 
Indianapolis to serve with Dr. Walsh and Dr. Ritt on the Executive 
Committee. 

Four of the 46 resolutions acted upon by the Congress called for 
Academy representation on the Joint Commission on Accreditation of 
Hospitals. These resolutions were adopted, along with a similar recom- 
mendation from the Reference Committee on Hospitals. The delegates 
concluded that the Canadian Medical Association’s withdrawal on 
January 1, 1959 presents an opportune time to apply for membership. 
The CMA plans to set up a Canadian accreditation board. 

The Congress rejected several proposals for a change in the name 
of the American Academy of General Practice. Executive Director 
Mac F. Cahal, in the hearing of the Reference Committee on Consti- 
tution and By-Laws, had reported on Opinion Research Corporation 
findings on a proposed name change, and the subject was debated at 
length. Proponents of the present name pointed out that the Academy 
has achieved tremendous growth and prestige and that intrusion of 
specialty groups into the field of family physicians can best be offset 
by an expanded public relations program. 

Another important action concerned establishment of a certifying 
board for general practice. Four resolutions for and two against such 
a board were considered. The Congress authorized the Board “to main- 
tain liaison for preliminary planning with the General Practice Sec- 
tion of the AMA and the Advisory Board of Medical Specialties con- 
cerning establishment of a board.” 

The MUSE Committee recommendation that a two-year general 
practice residency replace the one-year internship after graduation from 
medical school was referred to the Commission on Education for fur 
ther study. 

The in-hospital-training program for practicing physicians, includ 
ing a suggested plan for a sponsorship program, was adopted. This 
program is designed to provide an opportunity for the practicing phy- 
sician to demonstrate his ability and to make possible additional trait- 
ing to permit advances in rank and privileges. 

The Congress endorsed a proposal whereby the Academy would 
establish an educational and research foundation for the support of 
research on medical and economic aspects of general practice. 

Registration for this year’s post-Assembly trip also set a new fe 
ord. Nearly 450 members and their wives left the Lone Star state 0 
attend the 1958 Invitational Scientific Congress in Mexico City 0 
Monday, March 31. 
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the first official action at the Tenth Annual Assembly took place at the last meeting 
of the outgoing Board of Directors in the Statler’s Silver Room on Friday morning, 
March 21. Standing, left to right, are Drs. Wilson McKinlay, Mary Elizabeth Johnston, 
MC. Wiginton, and Fount Richardson. Seated clockwise around the table are Drs. 
Norman Booher, Holland T. Jackson, James D. Murphy, Horace Eshbach, Floyd Bratt, 
Executive Director Mac F. Cahal, Miss Helen Cobb and Drs. J. $. DeTar (hidden), Charles 
¢, Cooper, Albert E. Ritt, Malcom E. Phelps, Fred Simonton, Carleton R. Smith and John 


Walsh. 


the new Board of Directors organized for the coming year on Thursday afternoon. 
Seated clockwise on the outside of the table are Drs. John Paul Lindsay (not shown), 
Carleton R. Smith, James D. Murphy, Miss Helen Cobb, Executive Director Mac F. 
Cahal, Drs. Holland T. Jackson, Fount Richardson, Floyd Bratt, Mary Elizabeth Johnston, 
Norman Booher, Fred Simonton and Wilson McKinlay. On the inside, clockwise around Pa. 
the table, are Drs. Horace Eshbach, John Walsh, Charles C. Cooper, James M. Perkins, 
Paul Read, M. C. Wiginton, Malcom E. Phelps and Albert E. Ritt. 


The family doctors were indebted to these men for the 
carefully-planned scientific program presented in Memorial 
Auditorium. Present at the final meeting of the committee 
on Sunday morning were (left to right), Mr. Greer Hermetet, 
committee secretary; Dr. Hugh H. Hussey of Washington, 
D. C,, advisor to the committee; Vice Chairman Herman 
Drill, Dr. Walter Sackett, Committee Chairman Elmer Ridge- 
way, Jr. and Dr. Robert Purtell. Drs. John R. Bender and 
Garra Lester were also members of this committee. 


By a vote of acclamation, Dr. 
Charles C. Cooper, St. Paul, 
Minn., was elected the 


Academy's new vice presi- 
dent to succeed Dr. Fred 
Simonton, Chickamauga, Ga. 
Dr. Cooper is chairman of 
the Commission on Hospitals. 


ling sense of humor. 


a 

Filled with anticipation of stimulating and instructive 
scientific lectures, Academy members thronged the 
registration area in Memorial Auditorium prior to 
opening of the program. 


This record-breaking Assembly was gratifying to the 
five men who carried the heaviest responsibilities for 
its success. They are, left to right, Executive Director 
Mac F. Cahal, Scientific Assembly Committee Chairman 
Elmer Ridgeway, Jr., Board Chairman Fount Richardson, 
Academy President Malcom E. Phelps and Local Ar- 
rangements Committee Chairman George V. Launey. 


The joint luncheon has become a traditional Assembly 
function. Key Assembly personnel are introduced and 
reports are given by members of the Board, the Local 
Arrangements Committee and the headquarters staff. 
The luncheon was held Saturday noon in the Statler- 
Hilton Embassy Room. 
v 


Executive Director Mac F. 
Cahal told the Congress that 
the family doctor's prestige 
has climbed to new heights 
since the organization was 
founded in 1947. He called 
for “courage to strike out 
in new directions.” 


Re-election of the popular speaker and vice speaker of the 
Congress of Delegates came as no surprise. This will be the 
fourth term as speaker for Dr. James D. Murphy, left, Fort 
Worth, and the third for Dr. Horace Eshbach, Drexel Hill, 
By unanimously re-electing these men, the Congress 
heartily endorsed their parliamentary competence and spark- 


Tuesday was “DSCS Day” 
with Dr. Charles D. Bussey, 
president of the Dallas 
Southern Clinical Society, 
the opening presiding offi- 
cer. The DSCS cancelled its 
own meeting to help the 
Academy celebrate its tenth 
anniversary. 


a 

True southern hospitality 
was expressed when Dallas’ 
Mayor Robert Thornton wel- 
comed the family doctors to 
the city at the opening of 
the scientific program on 
Monday afternaqon. 
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Dr. Has- A. Constant (center), Victop 
Aging.” Dallas. 


“Limitations of the EKG" 
were effectively discussed 
Wednesday morning by a 
panel composed of Dr, 
Bruce Logue and J. Wills 
Hurst, Atlanta, and E. Grey 
Dimond, Kansas City, Kan, 
They said that the EKG must 
be interpreted in the light 
of clinical data. 


The hazards inherent in 
biliary surgery were among 
vital topics discussed Tues- 
day morning by Dr. Manvel 
E. Lichtenstein, associate 
professor of surgery at 
Northwestern University. The 
doctor emphasized the im- 
portance of adequate ex- 


The audience at the Scien 
tific Assembly’s final session 
Thursday morning was spell 
bound throughout the panel 
on hypnosis. One of the 
panelists, Dr. Milton H. Erick ft 
son, Phoenix, Ariz., is shown 
demonstrating hypnotic in 
duction, aided by two volun 
teers. 


«< A record number of scientific exhibits—88—each one a rewarding experience in 

visual education—was visited by the physicians during recess periods. This booth, 
on “Medical Responsibility in Skin Diving Accidents,” drew the attention of GP's 
medical editor, Dr. Hugh H. Hussey, of Washington, D. C., (left), Dr. Herman Drill, 
Hopkins, Minn., chairman-elect of the Committee on Scientific Assembly, and Dr. 
Daniel M. Rogers, editor of the 1958 Abstracts. Academy Member James K. Martins, 
(right), Eleva, Wis., who produced this exhibit, proudly displays his model, “Bubble 
Head.” 


MEPICAL RESPONSINILITY Lx 
ACCIDENTS 


Dallas’ new Memorial Auditorium provided an ideal setting for the valuable scier 
tific program which opened Monday afternoon and closed Thursday morning. The 
Annual Scientific Assembly has grown in all ways since its was launched te 
years ago—in quality, prestige and size. 


i 
scientific program was Dr. , Dr. Andrew Tomb, 
Edward H. Hashinger, Kansas Victoria, Tex. (ight 
City, Mo. Organizer of the moderator of a Monday 
first department of geron- afternoon panel on problem 
tology in any medical school reg of the teen-ager. Other pes 
y and noted contributor to ass ticipants were Drs. George 
A 
an outstanding lecture on ates 
+> treatment of duodenal ulcer Ves the 
versity of Oklahoma and axel © pan 
af 


Selection of the Mead Johnson residency scholarship 
winners was made from the largest group of candid- 
ates in the history of the award. The ten winners were 
announced Tuesday by Dr. Donald H. Kast (center), Des 
Moines, la., chairman of the Academy’s Mead Johnson 
Awards Committee. Also present were Mr. D. Mead 
Johnson (right), president of Mead Johnson & Com- 
pany, Evansville, Ind., and Dr. W. D. Snively (left) vice 
president and medical director. 


vided both instruction and diversi 


The record number of technical exhibits was attractively displayed in the Dallas Memorial Auditorium. They pro- 
for the physicians during recess periods at the scientific program. 


The seventh annual Ross awards for the best scientific 
articles by Academy members published in GP during 
1957 went to Dr. James K. Martins, Eleva, Wis., (sec- 
ond from left), and Dr. William F. Putnam, Lyme, N. H. 
GP’s medical editor, Dr. Hugh H. Hussey, (far left), was 
present when Dr. Julius Michaelson (far right), Foley, 
Ala., presented the $1,000 checks and plaques to the 
winners. Dr. Michaelson officiated in the absence of 
Dr. Arthur Vasconcellos, committee chairman. 


Rico and Hawaii. 


Dr. Jack McKenty, president of the College » 
of General Practitioners of Canada, was 
one of the Assembly’s appreciated guests. 
Dr. McKenty, who brought congratulations 
to the Academy on its tenth anniversary 
Assembly, is shown wearing his badge of 
office. 


The Tenth Anniversary Congress of Delegates in the Grand Ballroom of the Statler 
Hilton was comprised of delegates from all 48 states, the District of Columbia, Puerto 
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The Tenth Anniversary Congress was characterized by harmony. At the Some of the most serious work of the Assembly is done in Congress of 
speaker's table at the opening of the Congress were, left to right, Execu- Delegates’ reference committee meetings. This meeting of the Reference 
tive Director Mac F. Cahal, Speaker James D. Murphy, Vice Speaker Horace Committee on Education, with Dr. Charles N. Wyatt, Greenville, 5. ¢, 
Eshbach, President Malcom E. Phelps, President-elect Holland T. Jackson, presiding, typifies the manner in which important Academy issues an 
Treasurer Albert E. Ritt and Board Chairman Fount Richardson. prepared for presentation to the Congress. 


The delegates from Missouri, Michigan and lows 


The reference committee chairmen, in separate meetings Saturday and Sunday, did much to help 
clarify the issues later presented to the delegates. Left to right, the chairmen were Drs. Clyde glowed with pride as they accepted membership 
W. Miller, Wichita, Kan.; Charles N. Wyatt, Greenville, S. C.; James M. Perkins, Denver, Colo.; awards for their chapters. Dr. Wilson McKinlay, 
John B. Howell, Canton, Miss.; Clyde |. Swett, Island Falls, Me.; Paul S$. Read, Omaha; Robert A. right, presented the 1958 awards to Dr. Donald B@ 
Price, Phoenix; Julius Michaelson, Foley, Ala.; and P. Blair Ellsworth, Idaho Falls, Idaho. Their Kast, left, third place for lowa; Dr. E. Clarkson 

committees, respectively, were Public Policy, Education, Miscellaneous Business, Credentials, Con- Long, second place for Michigan; and Dr. Kenneth | 


stitution and By-Laws, Hospitals, Officers and Committees, Rules and Tellers. Glover, first place for Missouri. 


rai President-elect Holland T. Jackson, in a special ceremony at the delegates’ dinner, characterized the > 
work of the six past presidents in attendance and presented each a medal denoting his term of 
office. Those present for the ceremony were Drs. Stanley Truman (shown right), and Drs. Jason P. 
Sanders, Rufus B. Robins, John R. Fowler, J. S. DeTar and Malcom E. Phelps. Drs. Elmer C. Texter, 
U. R. Bryner and William Hildebrand were honored in absentia, and tribute was paid to the first 
Academy president, Dr. Paul A. Davis, deceased. 


The delegates’ dinner on Tuesday evening was a huge success in terms of menu, entertainment 
and conviviality. At the head table (left to right, back row) were Executive Director Mac F. Cahal, 
President-elect and Mrs. Holland T. Jackson, Treasurer and Mrs. Albert E. Ritt, Vice Speaker Horace 
Eshbach who was master of ceremonies, President and Mrs. Malcom E. Phelps, Speaker and Mrs. 
James D. Murphy, Board Director and Mrs. Fount Richardson and Vice President Fred Simonton. 
Past presidents of the Academy and their wives were honored guests at the front table. Those 
able to be present, left to right, were Dr. Stanley Truman, Mrs. J. S$. DeTar, Drs. J. S. DeTar and 
John R. Fowler, Mrs. Fowler, and Dr. and Mrs. Jason P. Sanders. 
v 


4 

night 

Vice 

presi¢ 

pt 

: 
w 


gress of Mp 


S.C, 


= 


and Mrs. Malcolm E. Phelps, El Reno, Okla., left, greeted their many friends Wednesday 
ight at the annual president's reception. Others in the receiving line, from left to right, were 
ice President Fred Simonton, President-elect Holland T. Jackson and Mrs. Jackson, Mrs. Fount 
and Board Chairman Fount Richardson. Dr. Phelps has been Academy president, vice 
, president-elect and president and chairman of the Board of Directors. 


aimee 400 Academy members were honored at the 
Tuesday noon luncheon of the Century Club. Members 
of this club, totaling 1,026, are those who have con- 
tributed at least $100 to the Academy’s Building Fund. 
Finance Committee members and officers who were 
hosts at the luncheon, left to right, are Dr. Howard 
Farmer, President-elect Holland T. Jackson, Past Presi- 
dent John R. Fowler who served as chairman of the 
Building Fund Committee, President Malcom E. Phelps 
(standing), Treasurer Albert E. Ritt, Vice President Fred 
Simonton, Board Chairman Fount Richardson and Dr. 
Charles Martin. 


Dancing was a delight at the president's ball in 
the Statler Hilton’s Grand Ballroom Wednesday 
night. The dance climaxed an important evening 
which included inauguration of the new president 
and the annual reception honoring the retiring 
president. 


a 

President Malcom E. Phelps and Mrs. Phelps were 
genial host and hostess at a Sunday morning 
breakfast in the Statler’s Mustang Room. 


An appreciated period on the Assembly program 
was the special concert by the Dallas Symphony 
orchestra in the Memorial Auditorium Theatre. 
The conductor was Walter Hendl, internationally 
known in music circles. 
v 


Bia 
Charming director of ladies’ activities at the Assembly 
was Mrs. Warren Shoecraft, wife of a Dallas Academy 
member 


tator explained that we are witnessing 
a revolution in fashien —the greatest 
in a generation. He woted that the 
creation shown here has “a look of 
mystery.” 


Mrs. Albert E. Ritt, left, St. Paul, and 
Mrs. John Walsh, Sacramento, wives of 
two prominent Academy members, 
proudly modeled their Neiman-Marcus 
shoes at the president's reception. Mrs. 
Ritt's shoes were fashioned of orange- 
skin—textured material, Mrs. Walsh’s 


Professional children’s entertainer, Mr. Stanley Green, of Dallas, known to “kids” as “Mr. 
Doodlebug,” provided a period of merriment at the children’s luncheon on Tuesday. 


The Assembly in “Big D” will be remembered as the first which maintained a hospitality 
lounge for the ladies. The suite was sponsored by wives of the Texas chapter members. 


Chartered busses took the doctors’ wives to the Garden Fair in Fair Park Sunday afternoon. 
This was an enjoyable entree to a memorable week. 


v 


> 


a 
Accomplished Dallas reviewer, Mrs. V. Y. Rejebian, 
gave the doctors’ wives an even greater appreciation 
of Texas in her review of The King Ranch by Tom lea 
in the Statler Hilton’s Embassy Ballroom on Wednesday. 


The ledies were intrigued with cre- 
ations presented at their Tuesday 
. 
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News 


Plans for Second Annual Symposium on Infectious Diseases Announced 


September 19 Program To Precede 
Annual State Officers’ Conference 


PLANS HAVE BEEN COMPLETED for the Second Annual 
Symposium on Infectious Diseases which will be held 
on Friday, September 19, preceding the Saturday- 
Sunday Annual State Officers’ Conference in Kansas 
City. 

The 1958 Symposium is jointly sponsored by the 
Academy, University of Kansas Medical School and 
Lederle Laboratories. Battenfeld Auditorium on the 
medical school campus in Kansas City, Kan. will again 
be the scene of this outstanding one-day refresher 
course. 

Academy member, Dr. Jesse Rising, appointed by 
Dr. Herman Drill to represent the Committee on 
Scientific Assembly, and Dr. Robert Weber of the uni- 
versity’s Postgraduate Education Department, have 
compiled a program of unusually high caliber, aimed 
specifically at the problems of general practice in the 
area of infectious diseases. 

Six of the country’s leading medical educators in 
their respective fields have been selected te present 
the papers. Because of the highly successful question 
and answer period which concluded last year’s sym- 
posium, 60 minutes have been allotted both morning 
and afternoon for informal discussion of clinical prob- 
lems posed by the audience. 

The morning program will be devoted to three 
facets of staphylococcal infections. ‘Modern Methods 
of Diagnosis” will be presented by Dr. Robert I. Wise, 
director of the Division of Infectious Diseases at Jeffer- 
son Medical School. ‘New Concepts in Epidemiology” 
is the topic of Dr. William M. Kirby, associate profes- 
sor of medicine at the University of Washington. The 
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trilogy is completed with “Control and Treatment,” 
by Dr. Harry F. Dowling, professor of medicine, 
University of Illinois. 

After lunch, two of the newer groups of therapeutic 
agents will be evaluated and one of the more perplex- 
ing disorders thoroughly reviewed. Dr. R. C. Eley, 
assistant clinical professor of pediatrics at Harvard 
University, will discuss “The Role of Steroids in Con- 
tagious Diseases.” “A Review of the New Respiratory 
Vaccines” will be the subject of Dr. Thomas Ward, of 
Notre Dame University. The final topic, “Diagnosis 
and Control of Acute Glomerulonephritis,” will be 
covered by Dr. Thomas Haight at the University of 
Oklahoma. 


Program Planners—Dr. Robert Weber of Kansas University’s Post- 
graduate Education Department (left) and Dr. Jesse Rising, who 
will represent the Academy’s Committee on Scientific Assembly, 
are assembling another first-class symposium on the problems of 
general practice in the area of infectious diseases. 
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ciation 


“Doctors can’t help shingles?” 


Physicians who have used PROTAMIDE extensively deplore such 
statements as unfortunate when they appear in the lay press. They 
have repeatedly observed in their practice quick relief of pain, 
even in severe cases, shortened duration of lesions, and 

greatly lowered incidence of postherpetic neuralgia when 
PROTAMIDE was started promptly. A folio of reprints is 

fi available. These papers report on zoster in the elderly — 


the severely painful cases — patients with extensive 


lesions. PROTAMIDE users know “shingles” can be helped. 


PROTAMIDE’ 


Detroit 11, Michigan 
te Available: Boxes of 10 ampuls—prescription pharmacies. 
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being planned.) A number of members will also want 
to stay over for a day or two of the Kansas City South- 
west Clinical Conference, which begins on Monday, 


September 22. 


After a full day of study, physicians and their wives 
will relax at a cocktail party, courtesy of Lederle 
Laboratories, and a.-banquet at Hotel Muehlebach. (A 


day-time entertainment program for the wives is also 


THE SCIENTIFIC PROGRAM of the Section on General 
Practice of American Medical Association will be of 
considerable interest to Academy members attending 
the AMA’s annual meeting next month, June 23-27, in 
San Francisco. 

The section’s three-day session which will be held 
the latter three days will provide not only Category I 
credit for attending Academy members, but will include 
participation by several well known AAGP members. 
Section Chairman Charles E. McArthur, Olympia, 
Wash., will give his address following the election of 
officers at the June 26 meeting. 

Included in the more than 30 guest participants 
will be Dr. R. B. Robins, Camden, Ark., a past presi- 
dent of the AAGP and one-time vice president of the 
AMA, and Dr. Richard H. Gwartney, San Bernardino, 
Calif., member of the Academy’s Committee on Mental 
Health and chairman of the California chapter’s 
Mental Health Committee. 

The symposium on “Psychiatric Emergencies in 
General Practice,” in which Dr. Gwartney will parti- 
cipate, is to be moderated by Dr. Charles E. Goshen, 
Washington, D. C., project director of the General 
Practitioner Education Project of American Psychiat- 
ric Association. 


Charles E. Goshen, M.D. 
As moderator of a psychiatric 
panel, he typifies the high cali- 
ber of the 31 guest participants. 


Charles E. McArthur, M.D. 
Will preside as section chair- 


man. 
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AMA’s General Practice Section Meeting Next Month in San Francisco 


The section officers, all Academy members, are Dr. 
McArthur, chairman; Dr. S. A. Garlan, New York 
City, vice chairman; Dr. E. I. Baumgartner, Oakland, 
Md., secretary; Dr. Lester D. Bibler, Indianapolis, 
Ind., delegate and Dr. I. Phillips Frohman, Washing- 
ton, D. C., representative to scientific exhibit. 

The executive committee is comprised of Dr. George 
L. Thorpe, Wichita, Kan., immediate past chairman 
and Drs. Frohman, McArthur, Baumgartner and 
Bibler. 

The tollowing program is scheduled: 


*Wednesday—June 25 
8:45 a.m. 


Business MEETING 
Report of Delegate 
Introduction of Resolutions 


9:00 a.m. 


Panet—“‘Arthritis, 1958” 
Moderator: Dr. John W. Sigler, Detroit, Mich., 
associate physician, Division ot Arthritis, Henry 
Ford Hospital. 
Panelists: Dr. Ephraim P. Engleman, San Francisco, 


Two AAGP Members on Program — Dr. 
(left) and Dr. R. B. Robins, well-known Academy leaders, will speak 
on selected topics on opening day of the section program. 


Richard H. Gwartney 


Emotional stress is a serious 
threat to an already 
diseased heart. Thoracic 
muscular tension simulating 
cardiac pain is an added 
source of apprehension. 
Anxiety may precipitate 
tachycardia, various 
arrhythmias, coronary 
insufficiency, and increased 
cardiac decompensation. 


‘Miltown’ relaxes both 
mind and skeletal muscle. 
Therapeutic management 
with ‘Miltown’ (200 mg. 
q.i.d.) “definitely reduced 
nervous tension and 
anxiety” in all patients 

(80 cases), and enhanced 
recovery from acute cardiac 
episodes in many cases.* 


* Waldman, S. and 


Miltown 


THE ORIGINAL MEPROBAMATE 
DISCOVERED & INTRODUCED BY 
WALLACE LABORATORIES 
NEW BRUNSWICK, NEW JERSEY 


associated 


Pelner, L.: Management of anxiety 
with heart disease. Am. Pract. & Digest Treat. 8: 1075, July 1957, 
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Calif., associate clinical professor of medicine, Uni- 
versity of California School of Medicine. 

Dr. Donald F. Hill, Tucson, Ariz., president of 
Southwestern Clinic and Research Institute, Inc. 

Dr. L. Maxwell Lockie, Buffalo, N. Y., professor 
of therapeutics, Medical School of University of 
Buffalo. 

Dr. Howard F. Polley, Rochester, Minn., con- 
sultant in Section on Rheumatic Diseases, Mayo 
Clinic. 

10:30 a.m. 


Panet—‘*Psychiatric Emergencies in General Prac- 

tice” 
Moderator: Dr. Charles E. Goshen, Washington, 
D.C., project director of General Practitioner Edu- 
cation Project of American Psychiatric Association. 
Panelists: Dr. Richard H. Gwartney, San Bernar- 
dino, Calif., chairman of Mental Health Committee 
of California chapter of American Academy of 
General Practice. 

Dr. Alfred Auerback, San Francisco, Calif., 
member of Policy Committee, Assembly of District 
Branches of American Psychiatric Association; 
chairman of Mental Health Committee of California 
State Medical Society. 

Dr. Sam Nelken, San Francisco, Calif., member, 
American Psychiatric Association. 


*Thursday—June 26 
8:45 a.m. 

ELECTION OF OFFICERS 
9:00 a.m. 


CuairMAN’s Appress— Physician Himself” 
Dr. Charles E. McArthur 
Symposium—‘*The Use of the Newer Diuretics Sub- 
stances, Particularly Chlorthiazide” (The various 
indications and reported uses of these preparations 
will be discussed.) 
“General Indications and Pharmacology” 
Dr. John Moyer, Philadelphia, Pa., head of Depart- 
ment of Medicine, Hahnemann Medical College. 
“Use in Hypertension” 
Dr. Edward D. Fries, Washington, D.C., chief of 
medical service, Veterans Administration Hospital. 
“Indications in Congestive Heart Failure” 
Dr. John W. Keyes, Detroit, Mich., director, 
Division of Cardiology, Henry Ford Hospital. 
“Use in Premenstrual Tension” 
Dr. Robert B. Greenblatt, Augusta, Ga., professor of 
endocrinology, Medical College of Georgia. 
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Toric—“Uses and Abuses of Tissue Committees” 
Dr. Paul G. Henley, El Dorado, Ark. 
Dr. R. B. Robins, Camden, Ark. 
Dr. Kenneth R. Duzan, El Dorado, Ark. 
Toric—‘Treatment of Coronary Artery Disease by 
Internal Mammory Artery Implantation” 
Dr. Arthur Vineburg, Montreal, Canada. 
Dr. James H. Walker, Charleston, W. Va. 
Topic—‘Results of Ten-Year Prograin for the Treat- 
ment of Atherosclerosis” 
Dr. Lester M. Morrison, Los Angeles, Calif. 
Topic—“Whiplash Injuries of the Neck” 
Dr. George S. Hackett, Canton, Ohio. 


Jowr Meeting Wirn Tue On Diseases OF 
Tue Cuest 


9:00 a.m. 
SYMPOSIUM ON PEDIATRIC CARDIOLOGY 


“Salient Points in the Roentgenologic Diagnosis of 
Heart Disease in Infants and Children” 
Dr. Lee Rigler, Los Angeles, Calif., chief, Depart- 
ment of Roentgenology, Cedars of Lebanon Hos- 
pital; professor of roentgenology, University of 
Southern California. 
‘Salient Points in the Electrocardiographic Diagnosis 
of Heart Disease in Infants and Children” 
Dr. Robert F. Ziegler, Detroit, Mich., physician in 
charge, Division of Pediatric Cardiology, Henry 
Ford Hospital. 
“Salient Points in the Angiocardiographic Diagnosis 
of Heart Disease in Infants and Children” 
Dr. Israel Steinberg, New York, N.Y., associate 
professor of clinical radiology, assistant professor 
of clinical medicine, Cornell University College of 
Medicine. 
“Salient Points in the Use of Cardiac Catheterization 
in the Diagnosis of Heart Disease in Infants and 
Children” 
Dr. Daniel Downing, Philadelphia, Pa., associate 
professor of pediatrics. Hahnemann Medical Hos- 
pital. 
**The Use of the Eyes, Hands and Ears in the Diag- 
nosis of Heart Disease in Infants and Children” 
Dr. Benjamin M. Gasul, Chicago, Ill., director, 
Pediatric Cardiophysiology Department, Cook 
County Children’s Hospital and Hektoen Institute 
for Medical Research; clinical professor of pediatric 
cardiology, University of Illinois College of Medi- 
cine. 
“The Selection of Patients for Cardiac Surgery for 
Infants and Children” 
Dr. Egbert H. Fell, Chicago, Ill., clinical professor 
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*The solubility of HYDEL - 
prednisolone 21 as the 
monosodium salt—is 675 mg. /cc. or 
over 2000 times more than 
prednisolone or hydrocortisone. 


STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


(prednisolone 21-phosphate with neomycin sulfate) 


2000 times more soluble than prednisolone 


e free of any particulate matter capable of or 


injuring ocular tissues. hydrocortisone 


e uniformly higher effective levels of pred- 


nisolone. 
SUPPLIED: Sterile Ophthalmic Solution NEO-HYDELTRASOL 0.5% (with neomycin sulfate) S 


and Sterile Ophthalmic Solution HYDELTRASOL 0.5%. In 5 ce. and 2.5 cc. dropper vials. Also 
available as Ophthalmic Ointment NEO-HYDELTRASOL 0.25% (with neomycin sulfate) and 
Ophthalmic Ointment HYDELTRASOL 0.25%. In 3.5 Gm. tubes. M E RC K S HA R P & D 0 H M E 
HYDELTRASOL and NEO-HYDELTRASOL are trade-marks of Merck & Co., Inc. Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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of surgery, University of Illinois College of Medicine 
and attending surgeon (cardiology), Cook County 
Hospital and Presbyterian-St. Luke’s Hospital. 


Symposium ON BRONCHOPULMONARY OBSTRUCTION IN 
CHILDREN 


Modeator: Dr. Roy F. Goddard, Albuquerque, 
N.M. Introduction (Conditions Leading to Bronchial 
Obstruction) 

Dr. Roy F. Goddard, Albuquerque, N.M., director, 
Department of Pediatric Research, Lovelace Foun- 
dation for Medical Education and Research. 


Some Physiologic Aspects of Treatment” 
Dr. Steven Royce, Los Angeles, Calif., assistant 
clinical professor of pediatrics, University of 
Southern California. 

**The Use of Aerosols” 

Dr. Gordon Gibbs, Omaha, Neb., professor of 
pediatrics, University of Nebraska. 

‘Bronchial Hygiene” 

Dr. Paul H. Holinger, Chicago, Ill., professor of 
bronchoesophagology, University of Illinois College 
of Medicine. 

Discussion 


Trends and Events in the Nation’s Capital 
From GP’s Washington Correspondent 


On Carrrot Hut this spring it is being demonstrated 
anew that the hands that control the funds of federal 
agencies have much—perhaps the most—to say about 
national health and medical care legislation. 

Appropriations committees of the House of Repre- 
sentatives have been manifesting deep interest in a va- 
riety of subjects and the results may well include: 

1. Amendment of the Medicare Act of 1956, under 
which the government assumes responsibility for de- 
fraying costs of private medical and hospital services to 
dependents of military personnel. 

2. Another legislative extension of the Hill-Burton 
Hospital Construction Act, which is due to expire in 
June, 1959. 

3. Federal subsidies for the nation’s 11 schools of 
public health. 

4. Further strengthening of food and drug laws. 

Possessing more immediate impact, the influence 
which this year’s budgetary hearings will have on the 
administration of existing programs is considerable. 
To enact a new law takes weeks, even months. But 
already some federal bureaus have introduced oper- 
ational reforms which had their origin in the 
“suggestions” made by members of the powerful 
appropriations committees in Congress. 

These changes are of importance not solely to the 
federal medical structure but to private practitioners 
as well. Their impress is being felt on new procedures 
and regulations applying to participants in Medicare. 
Another immediate effect is the newly launched project 
in the Department of Labor to modernize and increase 
the accuracy of medical fee determinations in connec- 
tion with preparation of consumer price indices. 
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In addition, the 1958 edition of this annual inquiry 
into activities of federal agencies has focused attention 
on serious deficiencies in health services for Indians, 
particularly in the Southwest; brought into the open 
the pressures exerted by members of Congress to keep 
military and veterans hospitals open in their states and 
districts, even though these hospitals are not needed 
and their continued operation is a drain on taxpayers ; 
and demonstrated clearly that Congress-is taking in- 
creased interest in medical and welfare problems of the 
aging population. 

When this was written, it had been officially acknowl- 
edged by House Appropriations Committee that a pre- 
liminary investigation of the Medicare program had 
been conducted. But it was still too early to tell whether 
the findings were such as to justify a more thorough 
survey of the Army’s administration of Medicare. 

Information and opinions elicited by the same com- 
mittee as to unfilled requirements for beds in hospitals 
and nursing homes strengthen the belief that Congress 
will extend the Hill-Burton Act, probably before ad- 
journment this summer. There is less certainty about 
legislation authorizing federal grants to schools of 
public health, due to the many controversial aspects of 
government support of education. 


SBA Loans to Physicians 


In this matter of federal assistance, the numbers of 
physicians and physician-owned hospitals applying for 
loans are steadily increasing as Small Business Admin- 
istration activity becomes better known. 

Well over $1 million in SBA loans was approved in 
the first two months of 1958 to help in construction of ° 
proprietary hospitals, to remodel offices of private 
practitioners and help finance new equipment and for 
nursing home improvements or new construction. 
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Bernie BepHan’ says, 


“Now my burning belly is O.K,; 


BepHan helps me on the way.” 


Each tablet contains: Bellafoline® 0.5 mg., 
Aluminum Hydroxide —Glycine 450 mg., 
Magnesium Oxide 60 mg. 

Dose: One BepHan Spacetab® chewed morning 
and evening. 


*T. M. Applied for SANDOZ 
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The recipients included physicians in New Hamp- 
shire, Tennessee, Kansas and Texas; group practice 
clinics in Florida, Indiana and Texas; proprietary hos- 
pitals in California and Florida, and nursing homes in 
Oklahoma, Maryland, Missouri and Kansas. 

Loans ranged in size from $240,000 to a doctors’ 
hospital in Michigan City, Ind., down to $2,000 to a 
physician in Wichita, Kas. Most of the loans will bear 
6 per cent interest. 


PMA to Headquarter in Washington 


Washington will be headquarters of the newly formed 
Pharmaceutical Manufacturers Association, which is a 
merger of American Drug Manufacturers Association 
and American Pharmaceutical Manufacturers Asso- 
ciation. 

George F. Smith, head of Johnson & Johnson, is first 
president of the unified trade association of drug and 


biologics manufacturers. He was president-elect of 
ADMA at the time the merger became effective. Karl 
Bambach, who was executive vice president of ADMA 
with offices in Washington, will hold the same position 
in the new organization. 


VA Fees in Question 


Veterans Administration officials were questioned at 
length on the rise in medical fees for outpatient ser- 
vices, at appropriations hearings several weeks ago. 
Rep. Albert Thomas (D-Tex.), chairman of the sub- 
committee conducting the hearings in Washington, 
requested VA to supply for the record a table showing 
estimated costs of services performed for eligible veter- 
ans by private physicians participating in the “home 
town” care program. 

The table is set down below, covering fiscal years 
1952 to 1959, inclusive: 


OUTPATIENT MEDICAL FEE SERVICES 


Number 
of individuals 
visiting 


Number 
of visi 
to physicians 


Av. cost per 
individual 


visiting 


Average no. 
visits per 
individual 


Fiscal year 1952, actual 
Fiscal year 1953, actual 
Fiscal year 1954, actual 
Fiscal year 1955, actual 
Fiscal year 1956, actual 
Fiscal year 1957, actual 
Fiscal year 1958, estimate 
Fiscal year 1959, estimate 


791,605 
720,889 
653,447 
619,199 
604,752 
584,114 
580,700 
579,500 


2,082,200 2.6 
1,745,000 2.4 
1,510,000 2.3 
1,425,000 2.3 
1,375,300 2.3 
1,299,200 
1,296,400 
1,293,600 


$12.94 
11.98 
11.57 
11.08 
11.23 
11.55 
12.96 
12.96 


Also see the AMA Washington Report, opposite page 196. 


Army, Navy and Air Force Enthusiastic 
About General Practice Residencies 


RECENT MEETINGS between Dr. Malcom E. Phelps, who 
was then Academy president; Dr. Carleton Smith, 
chairman of the Commission on Education and Dr. 
Francis Land, a member of the commission and the 
Surgeons General of the Army, Air Force and Navy in 
Washington, D.C. proved that these services are ex- 
tremely interested in general practice programs. 

Drs. Phelps, Smith and Land met first with General 
Dan C, Ogle, Surgeon General of the Air Force, and 


his staff to discuss general practice training programs 
in the Air Force. 
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They reported that the Air Force is working very 
hard to have civilian-type small hospitals principally 
staffed by generalists. From the conversations it ap- 
pears that the Air Force is planning to expand its 
program on general practice residencies. 

At the present time there are six such approved 
residencies in existence in the services’ hospitals. 

From the session with Major General Silas B. Hays, 
Surgeon General of the Army, and the Deputy Surgeon 
General, Major General James L. Cooney, the Army 
also seems to be planning more general practice resi- 
dencies in its hospitals. 

In addition to the continuing interest in general 
practice residencies, General Hays disclosed that he is 
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cost 
m7 per visit 
$4.92 
4.95 
5.01 
4.82 
4.98 
5.19 
5,89 
5.89 
ak = 


THERAPY 
Without Todism 


Full doses of iodide medication NW. continued a year and longer with 
no apparent danger of iodism, provided you prescribe IODO-NIACIN. 
| In a series of 59 cases of arteriosclerosis so treated, there was not a 
single case of iodism. 
| 


Iodo-Niacin Tablets contain niacinamide hydroiodide 25 mg. with potas- 
sium iodide 135 mg.' 


The indications for Iodo-Niacin are the same as for potas- 
sium iodide; namely, arteriosclerosis, coronary sclerosis, 
angina pectoris, chronic bronchitis, bronchial asthma, 
sinusitis, simple colloid goiter, cretinism, hyperthyroidism, 
thyroid crisis, and preparation for thyroidectomy. oo ee 
In ophthalmology”, Iodo-Niacin has given good results in ets 
treatment of retinal and vitreous hemorrhages and vitre- 
ous floaters. 


$7. LOUrS 


The average adult dosage is 2 
tablets t.i.d. after meals, with 
half a glass of water. For chil- 
dren over six, 1 tablet. Supplied 
in bottles of 100 tablets, slosol- 
coated, pink. Also available in 
ampules. 


1Am, J. Digest. Dis, 22:5, 1955. 
2 Am. J. Ophth. 42:771, 1956. 


Cole Chemical Company 
3721-27 Laclede Ave., St. Louis 8, Mo. 
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working on methods to promote a better doctor-pa- 
tient relationship in the Army. He has agreed to write 
an article stressing the need for more generalists in 
the Army Medical Corps. - 

The Academy trio believe that this article will be of 
great value in convincing some of the deans of med- 
ical schools that they are not training enough men for 
general practice. 

Due to the illness of Admiral B. W. Hogan, Surgeon 
General of the Navy, Drs. Phelps, Smith and Land met 
with Admiral B. E. Bradley, the Navy’s Deputy Surgeon 
General. 

The Navy shares the Air Force’s views concerning 
the general practice program and is extremely inter- 
ested in the Academy’s philosophy. Admiral Bradley 
said the Navy realizes the need for good generalists in 
its type of operation. 

Since the recent inspection of the General Practice 
Residency at Ireland Army Hospital, Ft. Knox, Ky., 
the success of that program has been given considerable 
publicity. 

Immediate Past President Phelps who visited Ft. 
Knox has reported on the overall success of the program 
brought about by its fine physical plant, an enthusias- 
tic and capable teaching staff and the practicality of 
the training for residents. 

He reported that the residents too were highly en- 
thusiastic with the program and more than satisfied 
with the training they were receiving. 

The program has been set up to accommodate 16 
residents. 

As a part of the program, lectures have been given 
every two weeks at the hospital through the guidance 
of Dr. David G. Miller, an Academy member from 
Morgantown, Ky. These have been well attended and 
received. 

Under the present system each resident spends one 
year on medical service—eight months on internal 
medicine and four months in pediatrics. 

Most of the training in internal medicine is ward 
work. Some time is also spent in the outpatient depart- 
ment. Pediatric service, particularly in the outpatient 
clinic, provides a very active service. 

Arrangements have been made whereby these resi- 
dents will also have some training in psychosomatic 
medicine and in dermatology. 

The second year of the residency is spent in sur 
gery—-eight months of general and special surgery and 
four months on obstetrics and gynecology. 

At the time that Dr. Phelps made his visit, prenatal 
care was rendered by whichever resident happened to 
be on duty at the time that the patient came for her 
check-up. Deliveries were made by whoever happened 
to be on call at the time. 
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Army Medical Corps Reservists Received 
Retirement Point Credits at Assembly 


Army Medical Corps Re- 
serve officers who attended 
the Academy’s Tenth An- 
nual Scientific Assembly in 
Dallas received retirement 
point credits as a result of 
approval given by Surgeon 
General Silas B. Hays’ of- 
fice in Washington. 

A representative of the 
Commanding General of the 
Fourth United States Army 
was on hand throughout 
the Assembly registering 
reserve officers so that they 
would receive this official 
credit toward retirement. 

The lectures accepted by the Surgeon General for 
creditation were: “New Developments in Medicine,” 
“X-Ray Interpretation,” “Limitations of the EKG” 
and “Trauma.” 


Major General Silas B. Hays 
The Army Surgeon General 
approved Assembly program 
topics for reservists’ retire- 
ment point credits. 


Britons Learn Welfare State’s Health 
Service Charges To Be Higher in July 


IT HAS TAKEN almost a year for the increase in health 
service charges to be officially announced in Great 
Britain. In the June, 1957 GP,a news story reported 
that such increases were certain since the Tory Party 
had come to recognize that it is doomed if it continues 
to outbid Socialists as administrators of a welfare state. 

On February 18, Great Britain’s Chancellor of the 
Exchequer, Mr. Dedrick Heathcoat Amory, announced 
to the House of Commons that subscribers to the 
National Health Service will pay higher rates, begin- 
ning in July. 

Mr. Heathcoat Amory told Commons that the whole 
social service structure would be imperiled unless 
its cost to the treasury was kept in bounds. 

He said the government had the alternative of reduc- 
ing the standards of the services or increasing the 
small charges for medicines and other supplies to those 
who were ill or having the extra burden borne by 
those who were fit. The government chose the latter 
course. 

The charges per week aré being increased 7 cents 
for men, a little over 4 cents for women and 21% cents 
for juveniles. For employed persons, the employer will 
have to contribute an additional 214 cents, in additic» 
to his present share of 4}4 cents. 
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SUCCESSOR / TO THE SUPPOSITORY 


Now you can be sure your patients receive full 
therapeutic doses of salicylates. Aspirin Supprettes 
rectally achieve the same salicylate blood levels as 
do equal oral doses, without gastric or rectal irritation. 


ASPIRIN SUPPRETTES THE “NEOCERA” BASE 
Ideal when oral therapy is difficult or impossible MAKES THE DIFFERENCE 
In febrile conditions accompanied by nausea or x ‘ 
vomiting Contains no oils or fatty materials. 
To eliminate local gastric irritation Consists of water-soluble 
For prolonged salicylate therapy Carbowaxes* with active 
In rheumatic fever dispersal agent. 
For relief of emotional trauma of fever, pain, in- “Trademark U.C.C. 
somnia 


ASPIRIN w/SECOBARBITAL ASPIRIN SUPPRETTES 
SODIUM SUPPRETTES paar 


@ For safe, rapid sedation of short duration 


@ In insomnia, anxiety states ASPIRIN w/ SECOBARBITAL 


@ To quiet hyperexcitability 


@ Preoperatively SODIUM SUPPRETTES 


SUPPLIED: NO REFRIGERATION NECESSARY 


Aspirin Supprettes: 1 gr., 3 gr., 5 gr. and 10 gr. 
Aspirin w/Secobarbital Supprettes: , Samples on Request 
No. 1—(aspirin 1 gr., secobarbital sodium Ye gr.). 


No. 2—(aspirin 3 gr., secobarbital sodium ¥% gr.). 
No. 3—(aspirin 5 gr., secobarbital sodium 4 gr.). hWeblor 
No. 4—(aspirin 10 gr., secobarbital sodium 11% gr.). 


IN JARS OF 12. 


THE WILLIAM A. WEBSTER COMPANY e MEMPHIS 5, TENN. 
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The present weekly charges are now 23% cents for 
women, 1824 cents for men and 14 cents for persons 
under 13. 

According to Mr. Heathcoat Amory, the cost of the 
Health Service during the coming fiscal year will be 
roughly $2,072,000,000. The higher rates would bring 
in about $89 million. 

The rate increase which affects 97 per cent of the 
population has been denounced by Hugh Gaitskell, 
leader of the Labor Party. 


Entire Issue of JAMA Devoted to Guide : 
For Physicians in Disability Program 


As a resutt of the federal law which provides dis- 
ability compensation at age 50, the Journal of the Ameri- 
can Medical Association has published an entire issue 
as a guide for physicians to use in the disability 
program. 

The law which was the controversial HR-7225, the 
Social Security Amendment Bill of 1956, allows com- 
pensation to those age 50 who have participated in the 
social security program and who are totally and 
permanently disabled. 

The 117-page edition of the regular February 15 
issue marked the first time the AMA Journal has ever 
devoted a special edition to a specific subject, accord- 
ing to Editor Austin Smith. 

The guide, to be used by physicians dealing with 
persons under the existing disability program, defines 
the “scope of medical responsibility in evaluation of 
permanent disability” and explains the difference be- 
tween “permanent disability” and “permanent im- 
pairment.” 

As the work of the AMA Committee on Medical Rat- 
ing of Physical Impairment, the special issue is hoped 
to be the first of a series of guides to be developed 
with the assistance of outstanding consultants. 

Definitions of generally-used terms in programs for 
the disabled, included in the guide, are: 

“1. Permanent Disability. This is not a purely med- 
ical condition. A patient is ‘permanently disabled’ or 
‘under a permanent disability’ when his actual or pre- 
sumed ability to engage in gainful activity is reduced 
or absent because of ‘impairment’ and no fundamental 
or marked change in the future can be expected.” 

“2. Permanent Impairment. This is a purely medical 
condition. Permanent i impairment is any anatomic or 
functional abnormality or loss after maximal medical 
rehabilitation has been achieved and which abnormality 
or loss the physician considers stable or non-progres- 
sive at the time evaluation is made. It is always a basic 
consileration in evaluation of permanent disability. It 
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should be remembered, however, that permanent im- 
pairment is a contributing factor to, but not necessarily 
an indication of, the extent of a patient’s permanent 
disability.” 

**3. Evaluation (Rating) of Permanent Disability. 
This is an administrative, not medical, responsibility 
and function. Evaluation of permanent disability is an 
appraisal of the patient’s present and probable future 
ability to engage in gainful activity as it is affected 
by non-medical factors such as age, sex, education, 
economic and social environment and the medical 
factor—permanent impairment. Non-medical factors 
have proved extremely difficult to measure. For this 
reason ‘permanent impairment’ is in fact the sole or 
real criterion of ‘permanent disability’ far more often 
than is readily acknowledged.” 

**4. Evaluation (Rating) of Permanent Impairment. 
This is a function which physicians alone are compe- 
tent to perform. Evaluation of permanent impairment 
defines the scope of medical responsibility and there- 
fore represents the physician’s role in the evaluation of 
permanent disability. Evaluation of permanent impair- 
ment is an appraisal of the nature and extent of the 
patient’s illness or injury as it affects his personal 
efficiency in the activities of daily living. These activi- 
ties are self care, normal living postures, ambulation, 
elevation, traveling and non-specialized hand activi- 
ties. It is not and never can be the duty of physicians 
to evaluate the social and economic affects of perma- 
nent impairment. These effects must be evaluated by 
administrators in making determinations of permanent 
disability. 

“Competent evaluation of permanent impairment 
requires adequate and complete medical examination, 
accurate objective measurement of function, and 
avoidance of subjective impressions and non-medical 
factors such as the patient’s age, sex, or employ- 
ability.” 

Physicians serving on the physical impairment com- 
mittee are: Drs. Raymond M. McKeown, Coos Bay, 
Ore., chairman; George F. Gsell, Wichita, Kan.; 
Henry H. Kessler, Newark, N.J.; Quentin W. Mack, 
Boise, Idaho; James R. McVay, Kansas City and O. A. 
Sander, Milwaukee, Wis. 

Consultants who assisted the AMA committee in 
formulating the guide are: Drs. Frank H. Krusen, 
Rochester, Minn.; Earl D. McBride, Oklahoma City; 
Carl O. Rice, Minneapolis; Chester C. Schneider, 
Milwaukee and Earl C. Steele, Toronto, Ontario; 
Julian H. Bigelow, Ph.D., Institute for Advanced 


Study, Princeton, N.J.; Joseph E. Markee, Ph.D., 
Duke University School of Medicine, Durham, N.C. 
and Mr. James J. Reid, South Carolina Industrial 
Commission, Columbia, S. C. 
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New mothers sometimes think pre- 
paring an evaporated milk formula 
is more complicated than proprie- 
tary formulas. 

Actually, since sterilization is the 
same, the only difference is that the 
mother adds the carbohydrate... 
the specific type and amount pre- 
_ scribed by the. physician. 

This gives the infant the advan- 
tages of his own evaporated milk 
prescription formula, readily ad- 


justable to changing nutritional 
needs - a flexibility not possible 
with proprietary formulas. 
The mother who knows this will 
not consider adding the carbohy- 
drate any “trouble” at all! 


arnation 


“*FROM CONTENTED COWS” 


Optimum prescription- 
quality in today’s trend to 
the individualized formula. 
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AMA President Says New Licensing Laws 
Needed with New Johns Hopkins Program 


THE EXPERIMENTAL speed-up program of Johns Hop- 
kins School of Medicine has created the need for new 
legislation in some states to permit licensing of 


physicians educated during the program, says Dr. | 


David B. Allman, president of American Medical Asso- 
ciation. 

The Johns Hopkins experiment is to be put into 
operation in a year or two. It will make students eligi- 
ble for a degree in medicine after seven years instead 
of the usual nine. 

Dr. Allman, discussing the program, at a meeting of 
the Federation of State Medical Boards of the United 
States in Chicago, urged the medical boards to work 
for revised legislation to allow the licensing of physi- 
cians who have spent fewer years in school. He said 
some state medical boards require a fixed number of 

ears. 

: The objectives of Johns Hopkins’ stepped-up cur- 
riculum are to overcome the present barrier between 
general university and medical school education; to 
strengthen the basic science courses that are of in- 
creasing importance to medical education and to 
shorten the time for a basic medical education. 

However, Dr. Allman noted that this program is 
actually no shorter than the usual program. The stu- 
dents will spend more weeks of the year in school than 
they do in regular programs. 

The years will be shortened by the following 
method: A selected group of students will be admitted 
to medical school at the end of their second college 
year. For the next two years they will study in both 
the college of arts and sciences and the school of 
medicine. Following this year—the fourth beyond high 
school—they will be eligible for the baccalaureate 
degree. 

The last three years—the fifth, sixth and seventh 
beyond high school—will be devoted to a rotating 
internship at the Johns Hopkins Hospital. Thus after 
seven years the students will be eligible for a degree in 
medicine, having completed college, medical school 
and a rotating internship. 


Medicare Insurance Contractor Reports 
On Program's Use and Cost to Government 


A SPOKESMAN for Mutual of Omaha insurance company 
recently said that that part of the Medicare program 
which his company administers is currently running at 


a cost of 10 per cent less than the government nego- 
tiated. 
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According to John J. Wrabetz, administrator of the 
Medicare department for the insurance firm, $1.43 
was the rate per claim agreed upon between the 
government and the company. However, Mutual’s ex- 
perience in the program indicates that the cost to the 
government for providing medical care to military de- 
pendents is something less than $1.30 per claim, a 
savings to the government of over 10 per cent. 

Medicare is designed to provide good medical-hos- 
pital service in civilian facilities for the dependent wife 
or spouse and unmarried childrer of all service 
personnel. With regard to use or choice of civilian 
facilities, the dependent “‘is given full freedom to 
choose any doctor or hospital who will agree to handle 
them under the program.” It has been reported that 
most hospitals have been very cooperative in the use of 
the Medicare program. 

As one of the prime insurance company contractors 
for the government-sponsored program, Mutual of 
Omaha, serving in 17 states, is carrying on a program 
of education among service dependents to further 
understanding of the program’s benefits. 

Over 2 million dependents made use of the program 
its first year, with 80 per cent of the cases treated being 
women and the other 20 per cent male children under 
14 years of age. F : 

Dependents of the Air Force branch were reported 
to account for the most usage of Medicare, 40 per cent. 
Navy dependents were next with 30 per cent and the 
Army dependents used the least of the military 
branches, 27 per cent of the total claims. The Public 
Health Service accounted for 2.3 per cent of the claims. 


Future Medical Writers — Students majoring in technical writing at the Uni 
versity of Missouri were guests of GP at a special daylong clinic Februa 
21 in Kansas City. The group shown here are: (left to right) Tom Da 


bury, King City, Mo.; Lee Battaglia, Columbia, Mo.; Robert Rossman 
Grand Rapids, Minn.; John Patrick, Vincennes, Ind.; Agnes Dillon 
Cuba, Mo.; Charlene Schmitt, Gallatin, Mo. and Marian Schlemeyer 
Labadie, Mo. . 
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WHEN 
BLOOD 
PRESSURE 
MUST 


COME 
DOWN 


AS IN THIS CASE": 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows effect 
of pressure at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the 
mild calming and antihyper- 
tensive effects of Serpasil 
complement the more marked 
antihypertensive action of 
_ Apresoline. Thus, Apresoline is 
~~ effective in lower dosage, resulting in a notable reduction of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.”’2 


1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TaBLets #2 (standard-strength, scored), each containing 0.2 mg. Serpasil and 50 mg. Apresoline hydrochloride. 
TABLETS #1 (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride ® 2 ® 
(hydralazine hydrochloride CIBA) 

SERPASIL®- APRESOLINE® hydrochloride . 

(reserpine and hydralazine hydrochloride C!BA) 


S | B A SUMMIT, N. J. 


2/2538MK 
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New York University Has Endowed Chair 
Of Rehabilitation Honoring Dr. Rusk 


THE FIRST ENDOWED CHAIR of physical medicine and re- 
habilitation in a medical school has been set up at 
New York University College of Medicine. It honors 
Dr. Howard A. Rusk, an honorary member of the 
Academy and director of the Institute of Physical 
Medicine and Rehabilitation at New York University- 
Bellevue Medical Center. 

The Rusk chair was created through a $500,000 en- 
dowment from the late Louis J. Horowitz, a Russian 
immigrant who earned millions as a builder. 

In addition to the $500,000 gift, Mr. Horowitz 
directed that the income from $1 million be used for 
training and teaching in physical medicine and re- 
habilitation. Another $10 million will be used to 
assist rehabilitation of the physically disabled. 

The institute in New York which Dr. Rusk directs is 
the largest in the world. 


Study Shows Urban and Rural Health 
Rate Differences Have Almost Vanished 


DirFERENCES in statistics on the health rate of urban 
and rural residents have practically vanished, accord- 
ing to data compiled by the Health Information Foun- 
dation. At the same time, differences between regions 
have converged. 

While the nation as a whole is living longer and 
healthier, the western states generally have the best 
mortality record. The most rural of our geographic 
regions, the east south central states, had the highest 
mortality rates in the country. 

The foundation’s study says that these regional con- 
trasts now depend largely on variations in levels of 
living, on the characteristics of the population and on 
the availability and accessibility of health facilities. 
New environmental hazards, for example the greater 
tensions inherent in our large cities and metropolitan 
areas today, also play a part in causing regional vari- 
ations in the mortality rate. 

However, since the turn of the century, differences 
between the health of urban and rural residents has 
grown less and less. Several factors play a part here. 

Earlier in the century communicable diseases were 
highly prevalent in the cities, consequently the death 
rates were high. But with the improvements in the 
general standard of living and medical advances, life 
in the cities has become healthier and the mortality 
rate less. In 1901 life expectancy in New York City for 
a male was about seven years less than the national 
average, and six years less for females. Today the dif- 
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ferences between the life expectancy of residents of 
New York City and the rest of the nation are “rela- 
tively insignificant.” 

At the same time, according to the survey, the 
purely “rural” life is vanishing. More than half of the 
“rural” population today is now nonfarm. With im- 
proved transportation and communication facilities, 
the resources of the cities—such as superior health 
facilities—has become accessible to country residents. 

Because of these developments and the fact that the 
difficult sanitation problems of the cities are gradually 
being solved, the mortality variation between these 
areas is narrowing. 

Another significant fact covered in the survey is that 
for the entire life span, the South-rural area has the 
highest death rate for communicable diseases, such as 
influenza, pneumonia and tuberculosis. This is a shift 
from the heavily urban and congested Atlantic area. 

An interesting fact in the mortality rates for accidents 
(for motor and nonmotor vehicles) is that the rate in 
1955 was the lowest where the urbanization was the 
highest. The Atlantic-urban states were 22 per cent 
below the national average while the north-rural and 
south-rural states were 6 and 14 per cent above it. 

Within the cities themselves, health conditions vary 
widely. For instance infant mortality in the central 
Harlem health center district was almost 2% times as 
high as the comparable rate in the Fordham-Riverdale 
District: it was even above the rate in Mississippi. 

In general, the single fact of location is not as sig- 
nificant to the individual’s health as are social, economic 
and other influences. These and the great mobility of 
our nation cut across all rural-urban borders. However, 
one definite and promising sign for our rapidly in- 
creasing city populations is that, while the city has 
vast differentials within its own borders, it is becoming 
a much healthier place to live. 


Eisenhower's Appointee to WHO— 
Dr. Ulrich R. Bryner of Salt Lake 
City, well-known Academy leader, 
has been appointed by President 
Eisenhower to serve as a delegate to 
the Tenth Annual World Health 
Organization Meeting this month 
in Minneapolis, Minn. Dr. Bryner 
ts a past president of the American 
Academy of General Practice and 
also served as its first treasurer, was 
on its Board of Directors for several 
years and served on the Publication 
Committee of GP some years ago. 
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quick-acting 
and safe 
antispasmodi 
no 

atropine or 
belladonna-like 
side effects! 
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safe 
of glaucoma**" 


in 1,272 consecutive “,. .includ- 
ing those receiving-doses as high as 13 times 
the usual! oral clinical dose, there has been no 
mydriatic effect.”* Relief was highly gratify- 
ing, with virtual freedom from undesirable 
side effects, such as blurred vision, dry mouth, 
| urinary retentionand cardiovascular effects.** 
Beaty! is effective... even where other anti- 
§ Spasmodics fail.*** 
Reterences: |. McHardy, G. and Browne, C.: 
#4137, 1952. 2. Hock, C. W.: J. M. A. Go. 40:22, 1951. 3. Hufford, 
AR: Am. J. Dig. Dis. 19:257, 1952. 4. Brown, Jr. D. 


Ww. 

bert, G. Am. J. Ophthal. 36:1735,. 1953. & Marien, 8.; Web- 

| gee, D. R. and Tidmarsh, C. J.: Gasiroenterology 24:200, 1953. 
N 


Towne, D. C.; Morek, F.z McHardy, 8. and Ward, J.A.M.A. 


1951. 14. Steves, M. F: Ohio State M. J. 48:615, 1952. 
Pokvia, S. F.: Postgrad, Med. 11:123, 1952. 14. Cholst, M., Good- 
stein, berens, C. ond Cinotti, A.: Scientific Exhibit, A., 


Information 
Composition & Dosage: BENTYL Caps. and Syrup 
=each cap./teaspoonful (5 cc.) contains 10 mg. 
BENTYL (dicyclomine) Hydrochloride. BENTYL with 
di Phenobarbital adds 15 mg. phenobarbital to the 
formula, 


NOR Adults—2 caps./2 teaspoonfuls syrup, t.i.d. before 
or or after meals, If necessary, repeat at bedtime. 
ii BENT: 1. 20 mg. Tabs. with Phenobarbital contain 
20mg. senryt, 15 mg. phenobarbital. 
CLS Adults —1 tab. tid, and at bedtime, if needed. 
BENTY!. Repeat Action with Phenobarbital Tabs. 
contain 10 mg. BENTYL, 15 mg. phenobarbital in 
Outer coating; 10 mg, BENTYL in enteric-coated core, 
Adult: — | or 2 tabs. at bedtime, or i 
hours needed, 
Supplied: Caps.—bottles of 100, 500 and 1,000; 
20 mg. Tabs., Repeat Action Tabs.—bottles of 100 
and 50). Syrup—16-oz, and gallon bottles. Injection 
~2cc. «mpuls, boxes of 4; 10.cc. multiple dose vials. 


THE WM. MERRELL COMPANY 
_ Sow York + GINGINNAT! - St. Thomas, Ontario 
4 Exclusive Product of Original Merrell Research 


Medical News in Small Doses: 


Dr. Daryt P. Harvey, Glasgow, Ky., a member of the 
Academy’s Commission on Legislation and Public 
Policy, has been invited to serve with the Steering 
Committee of the White House Conference on Child 
Health which is planning the 1960 conference. These 
White House conferences are held once every ten 
years ... . Guest speaker at the Clinical Day Program 
of the College of General Practice of Canada on April 
20 was Dr. Norman R. Booher, Indianapolis, Ind. The 
AAGP director spoke on “Organization and Function 
of the American Academy of General Practice” at the 
meeting which was held in Hamilton, Ontario. . . 
Another Indiana member, Dr. Lester D. Bibler, has 
been reappointed chairman of the AMA’s Continuing 
Committee on General Practice. He will serve a three- 
year term .... Dr. Carleton Smith, Peoria, Ill., a mem- 
ber of the Academy’s Board of Directors will serve as 
Academy representative on the Advisory Board of the 
American Registry of Physical Therapists . . . . The 
United States Committee on World Medical Associa- 
tion observed its tenth anniversary on February 4. Dr. 
Louis H. Bauer, secretary-treasurer of the committee, 
reports that 797 new members—the largest number to 
join in any year since its inception—joined during 
1957... . Dr. Ivan C. Heron of San Francisco, first 
California chapter president and one-time chairman of 
the AAGP Board of Directors, was recently appointed 
to the California state Insurance Commission Health 
and Welfare Advisory Council by Governor Goodwin 
J. Knight. The seven-man advisory board, set up at the 
last state legislative session, will assist the state in- 
surance commission in the surveillance and regulation 
of labor union health and welfare funds .... A 21- 
state survey made by National Council of Churches 
shows that migrant workers consider bad housing and 
the inability to maintain sanitary conditions their most 
serious health menaces . . . . New executive secretary 
ot American Public Health Association is Dr. Berwyn 
F. Mattison, secretary ot health of Pennsylvania. He 
succeeds the late Dr. Reginald M. Atwater . . . . This 
country’s hospitals employ an estimated 1,300,000 
persons, according to the Department of Labor. 
Slightly more than half are employed in private hos- 
pitals. Hospitals employ more persons than steel 
(about 650,000) and automobiles (800,000-900,000) 
which have long been regarded as basic to our national 
economy. The Labor Department survey shows that 
one in four of the employees of private hospitals were 
professional nurses and other professional and techni- 
cal persons. Practical nurses, nurses’ aides and other 
nonprofessional workers accounted for about half of 
the workers. 
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key to successful 
_ therapy in localized 
monilial infections 


SQUIBB NYSTATIN 


with each form of Mycostatin 
you get these advantages 
e dependable fungistatic effect 
e rapid symptomatic relief 
e safety—virtually nontoxic 
and nonsensitizing 
e simple, convenient 
treatment 
e minimal side effects 


e enthusiastic patient 
acceptance—does not stain 


You have a special formulation of Mycostatin for every form of moniliasis 


VAGINAL Mycostatin Vaginal Tablets, each containing 100,000 units Mycostatin and 0.95 Gm. 
lactose. Boxes of 15 with applicator; boxes of 100 without applicator. Each tablet 
individually foil wrapped. 


CUTANEOUS Mycestatin Dusting Powder. Each Gm. of tale base contains 100,000 units Mycostatin. 
¥ oz. plastic squeeze bottles. 


Mycostatin Ointment. Each Gm. contains 100,000 units Mycostatin. 15 and 30 Gm. tubes. 


ORAL Mycostatin for Suspension. After reconstitution with 22 cc. of distilled water, each cc. 
contains 100,000 units Mycostatin. 24 dose bottles with 1 cc. droppers. 


Mycostatin Oral Tablets, for intestinal moniliasis and prophylaxis. Each contains 500,000 
units Mycostatin. Bottles of 12 and 100. 


SQUIBB Squibb Quality—the Priceless Ingredient 


SMYCOSTATIN'® 1S A SQUIBB TRADEMARK 
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News from the State Chapters 


A CAPACITY CROWD was on hand for the Oklahoma 
chapter’s tenth annual meeting on February 3-4 at the 
Tulsa Hotel in Tulsa. 

During the meeting Dr. Charles E. Wilbanks of 
Tulsa was installed as president, succeeding Dr. Elmer 
Ridgeway, Jr. of Oklahoma City. The other new offi- 
cers are Dr. Roger Reid, Ardmore, president-elect; 
Dr. Robert T. Sturm, Oklahoma City, vice president 
and Dr. V. M. Rutherford, Midwest City, secretary- 
treasurer. (See cuts.) 

General chairman for the two-day program was Dr. 
Earl M. Lusk. 

The faculty for the scientific program was comprised 
of Drs. Michael E. DeBakey, Houston, Tex.; Paul C. 
Laybourne, Kansas City, Kan.; E. Richard Harrell, 
Jr, Ann Arbor, Mich.; Benjamin H. Robbins, Nash- 
ville, Tenn.; Justin J. Cordonnier, St. Louis, Mo. and 
Richard H. Shepard, Baltimore, Md. 

Dr. DeBakey spoke on “Changing Concepts in 
Arteriosclerotic Peripheral Vascular Disease” and 
“Aneurysms of the Aorta.” Dr. Laybourne’s topics 
were “The Diagnosis of the Reluctance to Attend 
School” and ‘The Treatment of Reluctance to Attend 
School.” 

Dr. Harrell’s subjects were ‘“Therapeutic Progress 
in the Deep Mycoses” and “Indications for Surgical 
Skin Planning,” while Dr. Robbins spoke on “Opiates, 
Barbiturates, Habituation and Addiction” and ‘‘The 
Need, Recruitment and Training of Anesthesiolo- 
gists.” 

“Carcinoma of the Urinary Bladder and Newer 
Methods of Urinary Diversion” and ‘Obstructive 
Uropathy and Urinary Tract Infections in Children” 
were discussed by Dr. Cordonnier. Dr. Shepard spoke 
on “The Role of Pulmonary Function Testing in 
Clinical Practice” and ‘The Physiological Basis of the 
Management of Patients with Pulmonary Emphy- 
sema.”” 

Guest speaker at the annual banquet in the Topaz 
Room of the hotel was Dr. Malcom E. Phelps (see cut), 
past president of the Oklahoma chapter and AAGP 
president. Entertainment was furnished by the ‘“Ken- 
neth Anquoe Indian Troupe” and ‘The Tulsans,” a 
male chorus. Dr. Homer Hardy was banquet and en- 
tertainment chairman. 

More than 200 members, wives and exhibitors at- 
tended a 7 a.m. breakfast the following morning, 
sponsored by the Tulsa chapter. Dr. Joseph Salamy 
presided. 

Wives of chapter members were the models at the 
style show given before an overflow audience at the 
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Oklahoma Chapter Installs Officers—Shown seated, left to right, are: 
President-elect Roger Reid, President Charles E. Wilbanks and 
Secretary-treasurer V. M. Rutherford. Sfanding, left to right, are: Drs. 
E. T. Cook, alternate delegate; Robert T. Sturm, vice president; M. B. 
Glismann, delegate; H. E. Denyer, member of board of directors and 
Marshall O. Hart, delegate. Absent from picture is Dr. Cody Ray, 
member of the board of directors. 


Sooner President Addresses Members—New/y-installed President 
Charles E. Wilbanks is shown here as he addressed members during 
their recent tenth annual meeting in Tulsa. Shown seated is 
Dr. Eimer Ridgeway, Jr., outgoing president. 


Checking In— Well-known Oklahoma members wait in line to keep 
in touch with their offices while attending the state session. Shown, 
left to right, are Dr. Logen Spann, president-elect of the Tulsa 
chapter, Academy President Malcom Phelps and Dr. Marvin Glis- 
mann, delegate. 
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was putting: wg 
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Mom his usually within 5-15 minutes 
felt like 
fire" 
excellent for chronic or bedridden patients 
"He couldn't 
swing a bat 
without 
hurting" 
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eee See IP New “demi” strength permits dosage flexibility to meet 
Pm each patient's specific needs. PERCODAN-DEMI provides 
, ancanee the PERCODAN formula with one-half the amount of salts 
of dihydrohydroxycodeinone 
fast" and homatropine. 
Fast AVERAGE ADULT DOSE: 1 tablet every 6 hours. May 
be habit-forming. Available through all pharmacies. 
Each Percooane Tablet contains 4.50 mg. dihydrohydroxyco- 
deinone hydrochloride, 0.38 mg. 
terephthalate, 0.38 homatropine eee 224 mg. 
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ENDO LABORATORIES 
in Richmond Hill 18, New York 


AND THE PAIN 
WENT AWAY FAST 


°U.S. Pat. 2,628,285 


—~ HE HURT HI@ BACK REAL BAD 
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Hashinger Addresses Kansas City Group—Dr. Edward H. Hashinger 
(center) was guest speaker recently at a special dinner-meeting of 
the Greater Kansas City chapter. Shown with him are Dr. Cecil G. 
Leltch (left) and Dr. Edson Carrier, (right) president of the chapter. 


ladies’ luncheon in the hotel’s Sky Terrace Room. 
Mrs. Marshall O. Hart was the chairman. 

> The first edition of The Family Physician, Utah chap- 
ter’s new publication, came off the presses early this 
year under the direction of Editor Aaron B. Ross, 
M. D., Ogden, Utah. 

Publishing committee for the paper is: Drs. L. D. 
Nelson, V. Robert Kelly, Robert F. Bitner and Aaron 
B. Ross. 
p> The Greater Kansas City (Kansas and Missouri) 
chapter held a special dinner-meeting in February, at 
which 13 interns from that area were honored. 

For the fourth year the chapter presented Associate 
Memberships in the Academy to a selected group of 
future physicians interested in becoming general prac- 
titioners. Under AAGP By-Laws these young men are 
eligible to be Associate Members, and by financing 
their dues the chapter feels they can better promote 
membership in the Academy. 

Ten of the group, all interns at General Hospital 
Number One, were present at the meeting to receive 
their membership cards. (See cut.) They and their 
wives were guests at the dinner and heard Dr. Edward 
H. Hashinger, noted local speaker, address the group. 
(See cut.) 
> The Kentucky chapter has been assisting in a special 
phase of the general practice residency program at 
Ireland Army Hospital, Fort Knox, Ky. 

Leaders in the chapter have been active in the 
supervision of the lecture program which has proved 
very successful. The initial part of their work began 
last October and continued into January of this year. 
Working in cooperation with Dr. David G. Miller, Jr. 
of Morgantown were Drs. Carroll L. Witten of Louis- 
ville and Frank L. Duncan of Monticello. 

Topics included in the six lectures covered medical 
ethics, office gynecology and endocrinology, pre- 
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Interns Become Associate Memb A special project of the Greater 
Kansas City. (Kansas and Missouri) chapter for the past four years 
has been the financing of Associate Memberships for young interns. 
Ten of a group of 13 selected this year are shown here accepting their 
membership cards from Dr. Edson Carrier, (right) president of the 
chapter. 


marital counseling and sex education, chemotherapy, 
antibiotic therapy and office diagnostic procedures. All 
lectures were presented by chapter members from 
Louisville. They were: Drs. C. E. Quaife, George Allen, 
Homer B. Martin, Michael R. Cronen and Charles G. 
Bryant. 

A similar program was begun by the group late in 
January. 
> Plans are being made for a postgraduate seminar— 
with round-table discussions, to be sponsored by the 
South Carolina chapter on September 17. 

Arrangements are for three lectures to be given in 
the morning; while in the afternoon the audience will 
be divided into thirds, with each third participating in 
a round-table discussion of one of the morning lectures. 

Speakers scheduled at this time include: Dr. Carl 
Fisher of Hahnemann Medical College, Philadelphia, 
Pa.; Dr. Carroll F. Burgoon, Jr., Hahnemann Medica! 
College and Dr. Hans Selye of the University of Mon- 
treal, Montreal, Canada. 

A luncheon is planned after the morning lectures. 

Members from all of the state plus various counties 
in the neighboring states are invited to the seminar. 
> Minnesota members will attend a chapter banquet 
on May 22 at the Leamington Hotel in Minneapolis. 
The banquet is being held the opening night of the 
state medical association meeting, May 22-24. Dr. 
Harry F. Dowling of the University of Illinois will be 
the banquet speaker. 
> A generous grant from a pharmaceutical company 
has assured the continuance of Indiana chapter’s Road 
Show Program for another year. The program, origi- 
nated several years ago, provides much interest and 
entertainment and furnishes Category I credits to 
members who attend. 
> Upon assuming the presidency of the Louisiana 
chapter, recently-installed President Julius W. Daigle 
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of Paincourtville expressed two chief wishes {sr his 
term of office: (1) that the chapter would be «ble to 
purchase the building site for the erection of » state 
P headquarters office building in New Orleans aud (2) 


CAN BE to swell the membership of the state group. 
| HESITATION In connection with swelling chapter membership, 


President Daigle said he intends to visit every district 
in Louisiana during his term. 
AS > Springfield (Massachusetts) chapter members are 
working for a halt to the use of screaming sirens and 
IMMEDIATE speeding ambulances in their city. 
Ata recent meeting, Chapter President John J. David 
THERAPY said that the members of the group felt that it was un- 
necessary for the ambulances to be racing about 
IN breaking traffic regulations and endangering the “pa- 
BLEEDING | 


tient, the ambulance driver, pedestrians and other 
EPISODES...”* 


vehicles.” 

A copy of the resolution passed by the chapter has | 
been sent to city officials. Dr. David also said that | 
members may ask a city councilman to sponsor an | 
ordinance change compelling ambulances to observe 
traffic regulations. 


¢ in epistaxis, otic and ocular hemor- 
rhage, g.i. and rectal bleeding, other 
forms of spontaneous hemorrhage « 
before and after T & A, and other sur- 
gical procedures. 


INTRAVENOUS 


the physiologic hemostat 


increases prothrombin concentration ; 
increases accelerator globulin ; decreases 
antithrombin activity. 


FOR PROMPT, SAFE CONTROL 


* remission usually obtained in 15 to 
30 minutes with a single 20 mg. injec- 
tion « “No investigator has reported 
any instance of toxicity or other unde- 
sirable side effects.”* 


“PREMARING INTRAVENOUS (conjugated estrogens, 
equine) is supplied in packages containing 
one “Secule”® providing 20 mg., and one 
5 cc. vial sterile diluent with 0.5% phenol 
U.S.P. 


*Rigg, J.P.: Digest Ophth. & Otolaryng. 20:28 (Nov.) 1967. 
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Wrrn THE EASTER RECESS OVER, the Congress is working 
in earnest on legislation. Its record to date is good 
but somewhat expensive. In addition to anti-recession 
measures, the House has already passed four appro- 
priations bills. Two of these, those for the Veterans 
Administration totaling $4,932,210,000, and Depart- 
ment of Health, Education and Welfare totaling 
$2,565,080,581 are of interest to medicine. 

The following is a comparison between the funds 
approved for medical activities by the Bureau of the 
Budget and appropriated by the House. 


Veterans Administration 


In-Patient Care 
Out-Patient Care 
Medical Administration 
and Miscellaneous 
Operating Expenses 
Hospital Construction 


House 
$715,465,000 
75,000,000 


Budget Bureau 
$707,100,000 
75,798,000 


21,481,000 
9,145,000 


21,000,000 
19,145,000* 


*NOTE: If the Senate approves this figure, the Vet- 
erans Administration will have available $105 million, 
including carry-over from previous years, for this 


activity fiscal 1959. 


Department of Health, Education and Welfare 


Of the total appropriation for this department, 
$1,806,400,000 is earmarked for public assistance 
grants to the states for aid to the aged, dependent 
children, the blind and the permanently and totally 
disabled. It is from this fund, which is matched by the 
states, that medical care is provided for public as- 
sistance recipients. 

For other medical activities, the Department would 
receive under the House version of the appropriations 
bill approximately 6 per cent more than was recom- 


The AMA Washington Report highlights 

legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


mended by the Bureau of the Budget. A comparison 
of these figures follows: 


Activiti 


National Institutes of Health: 
General research 
and services 
Cancer 
Mental Health 
Heart 
Dental 
Arthritis and Metabolic 
Disease Activities 
Allergy and Infectious 
Diseases 
Hospital, Medical Care 
Hill-Burton Program 
Indian Health Activities 
Communicable Diseases 
Tuberculosis 


Budget Bureau House 


$17,742,000 
55,923,000 
37,697,000 
34,712,006 
6,293,000 


20,592,000 


$17,742,000 
57,423,000 
40,397,000 
36,212,000 
6,543,000 


21,092,000 


17,497,000 17,997,000 
44,309,000 44,730,000 
121,200,000* 121,200,000 
40,225,000 40,225,000 
6,200,000 6,200,000 
5,386,000 5,386,000 
Venereal Diseases 4,400,000 4,400,000 
National Library of Medicine 1,415,000 1,415,000 


*NOTE: The Administration originally requested 
$75 million for the Hill-Burton Program for fiscal 1959. 
Before the House Appropriations Committee com- 
pleted its work on this bill the Administration request- 
ed an additional $46,200,000 as an anti-recession 
measure. If the Senate approves the House figure, 
approximately $158 million, including carry-over from 
previous years, will be available in fiscal 1959. 

In addition to the funds provided for Dental Re- 
search Activities, the House also would provide 
$3,700,000 for the construction of a Dental Research 
building. 


New Legislation 


A major portion of legislation introduced in the 
last month can be characterized as anti-recessionary or 
as similar to previous proposals with slight variations. 
Examples of the latter bills are the following: 
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ic - Treatment Centers In Rural Areas 
H.R. 11826 Rep. Frank M. Coffin (D-Maine) 

This bill would amend the Hill-Burton Hospitaliza- 
tion Construction act by providing that in addition to 
public and nonprofit hospitals, a “nonprofit corpor- 
ation or association which has a formal affiliation with 
a nonprofit teaching hospital” would be eligible for 
grants for the construction of diagnostic or treatment 
centers. The federal grant would be limited to not more 
than $25,000 per project. A further proviso is that 
grants would be limited to towns with less than 10,000 
population or to groups of towns with an aggregate 
population of less than 15,000. 

In S. 3588, Senator Payne (R-Maine) would achieve 
the same purpose. The language of his bill reads as 
follows: “except that in any case where the Federal 
share of the cost of the center will not exceed $25,000 
and the center will serve a rural area having a pop- 
ulation not in excess of 15,000, the application may be 
approved without regard to the foregoing limitations in 
this subsection (states or political subdivisions and 
nonprofit hospitals) if the center will provide services 
otherwise unavailable in such areas.” 


Free Hospitalization Under Social Security 
S. 3508 Sen. Wayne Morse (D-Oregon) 


This bill would amend the Social Security act to: 
(1) provide hospital and nursing home care and surgical 
benefits to those eligible for retirement or survivor- 
ship benefits under OASI; (2) increase the wage base 
and rate for Social Security taxes; and (3) increase 
Social Security benefits. 

The hospital and surgical benefits are identical 
with those proposed in the Forand bill, H.R. 9467, that 
is, 60 days free hospitalization and 60 days nursing 
home care, up to a maximum of a combination of 120 
days in any 12-month period. 

By substituting a table for the present law’s formula 
to determine benefits, the bill would increase the 
minimum to $40 per month, the maximum family bene- 
fit from $200 to a $346.40 and the maximum individual 
primary benefit from the present $108.50 to $173.20. 

The wage base upon which Social Security taxes are 
paid would be increased from the present $4,200 to 
$6,000. The tax rate would be increased from the pres- 
ent 2% per cent to 34 per cent for employer and em- 
ployee and from the present 3% per cent to 5% per 
cent for the self-employed for the 1959-1960 period. 
Periodic increases are provided so that by 1975 the 
employer and employee would be each paying 544 per 


cent and the self-employed 8% per cent on the $6,000 
base. Therefore, beginning in 1975 the employee and 
employer would be each paying $330 and the self-em. 
ployed individual would pay $495 annually for Social 
Security coverage. 

The bill also would provide a 25 per cent increase 
in state allotments for old age assistance, aid to de. 
pendent children, aid to the blind and aid to the per- 
manently and totally disabled. Funds for these pro. 
grams come from general tax revenues. 

This bill, like the Forand bill and the Proxmire 
bill (S. 3086) are opposed by medical and other profes- 
sions because eventually they would lead to the 
nationalization of hospitals and a compulsory health 
program. While these bills provide hospital and surgical 
care for a limited segment of our population, many of 
their supporters are on record as favoring complete 
medical care provided by the government, and they are 
reported as believing that this type legislation is only 
**a step in the right direction.” 

Where programs of this type have been extended, 
experience shows that over-utilization of existing 
facilities results to the detriment of truly sick. In 
Saskatchewan, where a “free medical program is operat- 
ing, reports show that persons over 65 occupy hospital 
beds for an average of 7.2 daysa year.” This compares to 
2.5 days for the same age group in the United States. 

Other organizations oppose these proposals because 
they would: 

(1) Eventually destroy the private health insurance 
industry and the Blue Shield-Blue Cross plans. 

(2) Result in higher taxes, not only those provided 
in the bill, but local taxes. Since most state and munici- 
pal employees are covered by the Social Security pro- 
gram, a % per cent increase in the tax will have to be 
made up by local taxes. 

(3) Because manufacturers pass tax increases on to 
consumers, it would result in higher prices, thereby 
adding to inflationary pressures. 

(4) It may result in the ultimate destruction of the 
Trust Fund to which $23 million in contributions have 
already been made. Outgo has already exceeded in- 
come and with increased unemployment, income prom- 
ises to be smaller this year than it has been before. 

(5) It would introduce the principle of government 

regulation of professional fees. 
NOTE: The House Ways and Means Committee 
probably will hold hearings on Social Security Legisla- 
tion this month. It is not known if the Forand type 
legislation will be considered. 
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CONTINUED FROM PAGE 35 


On the Calendar 


*Classified by the Commission on Education as acceptable for post- 


graduate study credits under Category I. Members should report pruritus J 
actual hours of attendance. Maximum hours listed when avail- 
able. 
Jun, 23-27. American Medical Association, 107th annual meet- diaper rash 
ing. San Francisco. 
*Jjun. 25-26. New York University-Bellevue Medical Center, 
full-time course on the management of hypertension, New external ulcers 
York City. 
*Jun. 25-27. Section on General Practice of AMA, San Fran- 
ciscu. (9 hrs.) dermatitis 
Jun. 29-Jul. 3. American Protologic Society, meeting, Los (plant, allergic, 
Angeles. chemical) 


*Jul. 7-18. New York University-Bellevue Medical Center, full- 
time review course in general medicine, New York City. 

*Jjul. 16-18. New York University-Bellevue Medical Center, 
full-time course on auscultation of the heart, New York 
City. 

*Jul. 21-24. New Mexico chapter, Ruidoso summer clinics, Navajo 

lodge, New Mexico. (14 hrs.) 

*Aug. 5-21. University of Southern California Pestgraduate Di- 
vision, cruise course on recent advances in diagnosis and 
treatment, Princess Kaiulani, Honolulu and on board The 
§. S. Matsonia. (24 to 30 hrs.) 

Aug. 15-20. World Medical Association, 12th general assembly, 
Copenhagen, Denmark. 

Sep. 7-11. American College of Chest Physicians, fifth inter- 
national congress on diseases of the chest, Tokyo, Japan. 

“Sept. 8. St. Louis University, course in neurology and psychi- 
atry, Firmin Desloge Hospital, St. Louis, Mo. (3% hrs.) 

‘Sep. 8-10. Florida chapter, obstetric-padiatric seminar, Daytona 
Beach. (15 hrs.) 

‘Sep. 9-14. Wisconsin chapter, annual meeting, Milwaukee Audi- 
toriem, Milwaukee. 

‘Sep. 17. St. Lovis University, course in surgery, Firmin Desloge 
Hospital, St. Louis, Mo. (4% hrs.) 

‘Sep. 17-18. Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. 

‘Sep. 21-23. lowa chapter, annual meeting, Hotel Savery, Des 
Meines. 

‘Sep. 22-24. Texas chapter, annual meeting, Gunter Hotel, San 
Antonio. 

“Sep. 23. St. Louis (Missouri) chapter, course in psychosomatic 
medicine and hypnosis, St. Louis Medical Society Auditorium. 
(1 hr.) 

“Oct. 1-2. Ohio chapter, annual meeting, Civic Auditorium, 
Toledo. 

“Oct. 2. Connecticut chapter, annual meeting, Hotel Statler, 
Hartford. 

Oct. 5-8. California chapter, annual meeting, Masonic Temple, 
San Francisco. 

“Oct. 9. Oregen chapter, annual meeting, Multnomah Hetel, 
Portland. 


sunburn 
and other burns 


dermatoses 


‘Oct. 9-10. South Carolina chapter, annual meeting, Clemson 
House, Clemson. 

Oct. 9-11. The Academy of Psychosomatic Medicine, course on 
the psychosomatic aspects of internal medicine, Park- 
Sheraton Hotel, New York City. 

‘Oct. 11-12. Maryland chapter, annual meeting, Hotel Alexander, 

wn. 

"Oct. 15-16. Georgia chapter, annual meeting, Dinicler-Plaza 

Hotel, Atianta. 
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atyl 


a natural peristaltic stimulator with effective 
stool softening action 


restores normal bowel physiology to provide normal, lasting correction 
of constipation. Each Aquatyl tabule contains 50 mg. dioctyl sodium 
sulfosuccinate and 100 mg. cholic acid. Dioctyl sodium sulfosuccinate 
safely softens the stool . . . cholic acid, an elemental body constituent, 
sparks natural peristalsis and a return to normal evacuation. 


Dosage: Initially, two or three tabules with a full glass of water 3 times daily 
for three days. Maintenance therapy, usually 1 or 2 tabules daily. 


To serve your patients today—call your pharmacist for any 
additional information you may need to prescribe Aquatyl. 
For prescription economy, prescribe in 60’s. 
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